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Advantages and Disadvantages 


of Inclusive Rates 
JAMES V. CLASS, C.P.A. 


HERE has been so much written on the the- 
Tos and practice of inclusive rates that exten- 

sive repetition might be boring. Anyone 
deeply interested in the subject can find consid- 
erable data in the files of hospital journals and 
proceedings of the American Hospital Associa- 
tion and others. It is hoped that the time allotted 
can be used largely for a discussion of a few 
fundamental types of plans; but before proceed- 
ing, it might be well to review hurriedly a few 
points regarding the theory and administrative 
practice. 


Basically, inclusive rates, which are sometimes 
called “flat rates,” are rates for hospital service 
which endeavor to pre-determine the complete 
charge to a patient in a particular type of accom- 
modation for a given length of stay. Let us keep 
this fundamental concept clearly in mind and 
avoid confusion caused by many non-related fea- 
tures, such as cash discounts, payment in advance, 
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“bargain rates” and others which are often tacked 
on to some particular plan. 


There are many plans in effect throughout the 
country which have been developed in considerable 
variety for many diverse reasons. It is hoped 
that gradually experiences might be pooled and 
a uniform approach made. It usually will be found 
that local competing rates cause the most exten- 
sive modifications. If most of the hospitals in a 
particular community would agree on a simple 
uniform plan, the majority of the problems and 
variations would disappear. 


It is common—and rather trite—for us to say, 
“T want to pay for what I get and nothing more.” 
The obvious inference is that we should only be 
charged for those goods or services which are tan- 
gible; and that no intangible services have a value. 
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But such attitudes do not reflect the economic 
system under which we live. 


Socio-Economic Background of Inclusive Rates 


Our entire economic system is made up of a 
series of averaging and spreading out costs so that 
sharp peaks and deep valleys are eliminated. The 
suit of clothes we wear, our taxation system, the 
public utility rates, casualty insurance and many 
others—not to mention the so-called general nurs- 
ing room charge in many hospitals—all represent 
a smoothing out of costs or sharing of risk. Often, 
we fervently hope that we will not need to be the 
recipients of benefits towards which we have been 
contributing, such as fire insurance. 


Adjusting the Hospital’s Income to Eliminate 
Extreme Variations of Costs of Service 


Some hospital executives who had considered 
the position of the private voluntary hospital in 
our social pattern came to the conclusion that a 
hospital includes features of all of the foregoing 
conditions and that its income should be arranged 
so that extreme variations in cost of the direct 
services will be eliminated and in addition the 
stand-by or readiness-to-serve expense appor- 
tioned to alli. 


These individuals also came to the conclusion 
that the public does not regard the modern gen- 
eral hospital as a series of unrelated—a la carte, 
if you please—services, but that the term “hos- 
pital” actually means a highly integrated organi- 
zation prepared to serve any or all types of cases 
at any time. It is doubtful if the public or the 
medical profession would willingly use a hospital 
where complete service is not obtainable at all 
times even though no patient ever expects to re- 
ceive all of the services which are available. And 
it is also doubtful if the public would ever have 
conceived of distinctions between rates for differ- 
ent types of professional specialties had not dis- 
tinctions been promulgated by hospital officials 
over a period of time. 


Facts That a Study of Rates Emphasizes 


Furthermore, study brought out the fact that 
(a) a few patients were being charged exceedingly 
high amounts because they needed some “special” 
services beyond ordinary; (b) that others had 
undoubtedly been deprived of services in an effort 
to keep the bill down; and (c) others were not 
being charged for the hospital’s cost of maintain- 
ing an organization even though the patient did 
not happen to require much special attention. 


The foregoing briefly states the socio-economic 
background which gave rise to the inclusive rate 
idea. 
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Some Advantages of the Inclusive Rate Plan 


As actual practice of plans got under way, early 
observations showed many gains, most of which 
have been widely reported. Staff physicians found 
that it was much easier to arrange with patients 
for hospitalization where cost would be largely 
pre-determined. Admitting and collection officers 
found their work facilitated when a more clear- 
cut understanding could be arrived at. Bookkeep- 
ing was simplified. And experience brought out 
that often the definiteness of a bill seemed more 
important to the patient than its amount, within 
reasonable limitations. 


Difficulties Experienced in Operating the Plan 


On the other hand, as so frequently happened, 
social developments which bring improved condi- 
tions may often give rise to new difficulties. In- 
clusive rates were no exception. 


Many of the difficulties or objections, when 
studied over a considerable period of time, proved 
to be controllable. However, there remain two 
problems which are the principal ones cited by 
those who are unfavorable or skeptical: first, 
difficulty in contracts with roentgenologists, pa- 
thologists, and others; and second, increased 
usage and cost of laboratory, drugs, and similar 
facilities. 


With regard to arrangements with roentgenolo- 
gists, it can probably be dismissed by saying that, 
where such rate plans are adopted, an occasional 
contract may have to be revised in detail insofar 
as the professional man’s remuneration is con- 
cerned. But no real difficulty should be encoun- 
tered if there is a spirit of tolerance, cooperation, 
and imagination. 


The Increased Use of Laboratory Service 


The real question raised against inclusive rates 
is the increased or alleged excessive use of labora- 
tory facilities and similar items. True, there will 
be definite increases in such services when an in- 
clusive rate is adopted, but maybe some patients 
in that institution had not been getting as much 
service as they should have before. And remem- 
ber this! If the inclusive rates are established 
with ordinary mathematical accuracy, the in- 
creased cost can be offset by merely adding a few 
cents per day to the rate. The individual will never 
notice the rate increase and if he did, he would 
probably be glad to pay it for the protection it 
offers. 


There is no question but that it is extremely 
vexing to an administrator to feel that more serv- 
ice is being requested than is necessary. But let 
us be consistent. Why penalize for the patient 
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who happens to have that type of physician and 
why confine the special charge to services more 
easily measured? One medical administrator re- 
cently stated that the physician who ordered ex- 
cessive laboratory service was fundamentally no 
worse than the man who seems to find it neces- 
sary to order special diets or nursing procedures 
beyond ordinary expectation. The surgeon who is 
unusually slow in the operating room creates ad- 
ditional expense load. But no hospital, to our 
knowledge, has attempted to charge the patient 
directly for such abuses or inefficiency. 


And in all of this the patient usually has no 
choice. Frequently he has no knowledge whatever 
that the work is being done. How much happier 
is an arrangement which sells him the entire serv- 
ices of the hospital to be used as his particular 
condition requires. 


Basic Rules Established by Experience 


Before proceeding with the discussion of differ- 
ent types of inclusive rate plans, let us enumerate 
a few basic rules which have been established by 
experience. 


1 Be sure that any new set of rates is estab- 
lished in a consistent manner based on care- 
ful study and analysis. 


2 Eliminate unnecessary variety in rates be- 
tween the different types of rooms insofar 
as possible. 


3 Avoid all possible variables in the rates 





which cannot be controlled by patient or his 
physician. 

4 Remember that it is the total annual in- 
come which is important to the hospital 
and that an occasional patient who receives 
more than average amount of service under 
a well-established inclusive rate, is not of 
necessity a financial liability. In fact, such 
a case would much more likely result in 
added good will to the institution. 


5 Prepare printed schedules of the rates and 
regulations and place an ample supply in 
the hands of staff physicians and admitting 
officers so that a copy can be given to each 
incoming patient. 


6 Do not reveal the detailed method by which 
the rates are made up, to members of staff 
or patients. Deal entirely with the amounts 
shown in published schedules. 


A few simple rate plans are presented. There 
may be many others—in fact, as many others as 
there are administrators to establish them—but 
it will probably be found that almost all of them 
will have some connection with these elementary 
types. Bear in mind that these are examples 
only. 


The term “base” or “room base” refers to a 
charge varying according to type of accommoda- 
tions. The “surcharge” is the additional factor 
added to correspond with “special” or “extra 
charges.” 





Plan A 





Straight line with no variation except 1st 2nd 
length of stay and type of accommodation Day Day 
Base Room Charge varying as to type. 


MOP GxaMplet: 2 Beds a cc.c cece cclcec ses $6.00 $6.00 
Surcharge for so-called Special Services 1.50 1.50 


BORE ONAERO So occa desc dewectequices $7.50 $7.50 


3rd 4th 5th 6th 7th 
Day Day Day Day Day Cumulative Thereafter 


$6.00 $6.00 $6.00 
1.50 1.50 1.50 1.50 1.50 10.50 1.50 


——- 


$7.50 $7.50 $7.50 $7.50 $7.50 


7 Days Per Day 


$6.00 $6.00 $42.00 $6.00 


$52.50 $7.50 





Plan A represents the most simple type. In making the transition from the day-rate-plus-extras to one of this type 
all that would be necessary would be to calculate the average of all extras, add to the base room rate and have that charge 
prevail during the entire stay of the patient. In spite of its simplicity it probably would be most difficult to undertake 
because of competition with other hospitals. It might tend to bring all the short-stay cases to your particular hospital 
and possibly divert longer stay cases to others. If all of the hospitals in the community established such a plan it 


might prove quite satisfactory. 











Plan B 
Modification of Above with Reduction to 1st 2nd 8rd 4th 5th 6th 7th 7 Days Per Day 
Long Stay Cases Day Day Day Day Day Day Day Cumulative Thereafter 
Base Room Rate: Example........... $6.00 $6.00 $6.00 $6.00 $6.00 $6.00 $6.00 . $42.00 $6.00 
hi dace naenecevedeaaeawe 1.50 1.50 1.50 1.50 1.50 1.50 1.50 10.50 wiae 
EE nT Te $7.50 $7.50 $7.50 $7.50 $7.50 $7.50 $7.50 $52.50 $6.00 





Plan B is a modification of Plan A but with a reduction to long stay cases. You will note that the room base is used 
throughout the entire stay but the surcharge to cover the so-called special services only remains through a period of 
the first few days, which in this example is seven. After the seventh day, the room base only would prevail. This might 


also be somewhat difficult to apply unless some of the competitive and other factors were worked out in a uniform manner, 
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Non-Variable Base Rate with Fixed Sur- 

charge for Laboratory Drugs and others (st 2nd rd 4th 5th 6th 7th 7 Days Per Day 

= Variable Charge for Surgical proce- Day Day Day Day Day Day Day Cumulative Thereafter 
ures 


Base Rate: For example............ . $6.00 $6.00 $6.00 $6.00 $6.00 $6.00 $6.00 $42.00 $6.00 
Fixed Surcharge (may or may not ter- 

minate at some fixed day).......... 1.00 1.00 1.00 1.00 1.00 1.00 1.00 7.00 1.00 

URL AOMOINO ios so ha wilite eo.8 aes $7.00 $7.00 $7.00 $7.00 $7.00 $7.00 $7.00 $49.00 $7.00 
Add as incurred: 

Minor Surgery with local...... $ 5.00 

Minor Surgery with general... 10.00 

PIRIOPOOUNROLY, 665. 6e ces 20.00 

DeUVETY ROOM 2.06.05. 6 6 cues 20.00 





Plan C uses a non-variable room base rate with a fixed surcharge remaining throughout the entire length of stay, 
for laboratory, drugs, and similar items, but with a variable charge for surgical procedures when, as, and if required. 
You will note in the example that the base charge might be $7 per day straight through and then a charge of surgery is 
added on the day when the service is rendered. There are serious objections to this plan because with many patients 
it is impossible to predict the amount of surgery service which they may require; hence, exact advance arrangements 
cannot be made. 











Plan D 
Non-Variable Base with Surcharge spread 1st 2nd 3rd 4th 5th 6th 7th 7 Days Per Day 
over a period of days varying according to Day Day Day Day Day Day Day Cumulative Thereafter 
Medical Service 
Base Rate: For example............. $6.00 $6.00 $6.00 $6.00 $6.00 $6.00 $6.00 $42.00 $6.00 
Surcharge: 
Medicine, Pediatrics ............... 4.00 3.00 3.00 2.00 2.00 2.00 1.00 17.00 
MMINOP SURBEEN S56 oe aie cies ease ye 5.00 4.00 3.00 3.00 2.00 2.00 1.00 20.00 
PARIOP NEMO RET 566 ss hia ee eee 8.00 5.00 5.00 5.00 3.00 2.00 2.00 30.00 
RD BERN igo ere aie ea teeo eremes 10.00 5.00 5.00 ae suet eae speie 20.00 


Some variations have been noted where the surcharge for a particular type of service also varied according to type 
of room occupied. 





Plan D shows a non-variable room base in which the surcharge is spread over a period of days according to type of 
professional service. In the example the room base rate would be increased a total of $17 for seven days or more on 
medicine or pediatrics; $20 on minor surgery and so on. This plan or modifications of it are used in a number of hos- 
pitals but here again it is open to the objection that frequently the patient cannot determine in advance just what his 
rate will be because of medical specialties. 











Plan E 
: ak 
Non-Variable base with one surcharge for 1st 2nd 3rd 4th 5th 6th 7th 7 Days Per Day 
all services Day Day Day Day Day Day Day Cumulative Thereafter 
Base Rate: For example............. $6.00 $6.00 $6.00 $6.00 $6.00 $6.00 $6.00 $42.00 $6.00 
SUIEPROE RPO 5. dostdiy: cen.ans Vials ortia Visiesaeneeeins 7.00 4.00 4.00 3.00 3.00 2.00 2.00 25.00 
MOtAN GMOS » 5 55s, 5. his 05 sets eos eere es $13.00 $10.00 $10.00 $9.00 $9.00 $8.00 $8.00 $67.00 $6.00 





Plan E has been adopted in several large institutions with considerable success, and where carefully studied out, 
has proved quite satisfactory. It consists of a non-variable base with surcharge during the first few days to cover all 
services. In the illustration the surcharge would be $7 for the first day, $4 for the next two days, $3 for the next two 
days, and $2 for the sixth and seventh, or a total of $25 if the patient stays seven days or more. This plan will meet 
many conditions. It will usually bridge the difference between a local and general anesthetic minor surgery charge and 
cause no particular objection. If there is a major surgical case, the patient will invariably stay seven days or more 
and a high cumulative charge will result. Medical and pediatric cases usually involve a great amount of laboratory 
work and the plan accumulates charges in lieu of the special charge system. 
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Plan F 





Illustration of how special features may be 1st 2nd 
introduced into foregoing example E Day Day 
Base Rate: For example............. $6.00 $6.00 


Add—so that cost of granting a cash 
discount of 50 cents a day may be 
BEINN ooo sis002: clave al Sex dic: 6 6g oro simu ar'eers 50 50 


Add—so that discharge discount of $2.00 
may be given if room is vacated by 


EAU eg ooo tials bao cis aie bb st aime be 2.00 mer 
Add—above surcharge ............... 7.00 4.00 
RCE CHARRG oxen eas Cociad eae $15.50 $10.50 


3rd 4th 5th 6th 


Day Day Day Day 
$6.00 $6.00 $6.00 $6.00 
50 50 50 50 
4.00 3.00 3.00 2.00 
$10.50 $9.50 $9.50 $8.50 


7th 7 Days Per Day 
Day Cumulative Thereafter 
$6.00 $42.00 $6.00 
50 3.50 50 
2.00 
2.00 25.00 
$8.50 $72.50 $6.50 





The illustration in plan F does not introduce any new rate plan but simply illustrates how a schedule might be 
made to tie up with other features such as a cash discount of 50 cents a day and an allowance for vacating a room before 


2p. m. 





There is also included a schedule showing how 
example F might have been published to patients 
and staff. You will note that there are no detailed 
calculations to be made by the patient or staff 
member. 


Besides the sample plans, there is also included 
a suggested form for analysis of accounts which 
might be used by any institution contemplating a 
study of its rates with a view to adopting an in- 
clusive rate system. One copy of this form should 
be made up for each patient discharged and by a 
sorting and re-grouping procedure, all the differ- 
ent combinations of medical, financial and other 
data might be studied. 


Schedule Showing How Example F Might Be Published 
for Patients and Staff 





Length of Three Bed Two Bed Single 
Stay Rooms Rooms Rooms Ete. 
ED esis woeseed $13.50 $15.50 SUEGO” ees 
Divas Sct a acorra ears 22.00 26.00 SOR © cane 
Na ee 30.50 36.50 Se 
By Satine cacinre en 38.00 46.00 S400 6. ce 
Wes a Sesceigie's 45.50 55.50 GEG cues 
eo eee ees 52.00 64.00 T2OGT seen 
{ ORO Ee 58.50 72.50 SOGG) 8253. 
ee serdar 63.00 79.00 TG fas 
asec ase 67.50 85.50 0 re 
|) SOME ere ee 72.00 92.00 RESO SS Ses 
Daily Thereafter.. 4.50 6.50  secctias 





The above rates are subject to a cash discount of 50 
cents per day if account is paid in full on or before dis- 
charge. 

A discount of $2 will be allowed if patient vacates room 
by 2:00 p. m. on day of discharge. 














Suggested Form for Analysis of Accounts 





INCLUSIVE RATE STUDY 


Wai Of (Patlonibackws.o6 ccc deta manson 


Date r AGEs... «cscs cree’ 
Date Discharged ............. 
DageiGh Cartes soccer swcacies 





Income Comparison 





Type of Professional Type of Financial excluding Non-inclusive 
Service Room Reference items (proposed) 
Medicine = wk ee eee SMGIOA .ceccnces Private Old Basis: 
Dermatology .......... SISO 2 .ccde nes Non-Contract .......... Room .. days @ $......... 
NUPEERY | hiveleierersies Simgle€ .... .ciccen: Endustwial kc ec ses Operating Room ......... 
WOE =k din speveaie DoubleA 26. cé iene Hospital Dac] (sa nr rer ers? 
Orthopaedics .......... Deabies «22. s. ccc: Service Ass’n .......... Laboratery kc ccecnee 
Otolaryngology .......... BS rere COUNGG ks he wieviee es Physical Therapy ......... 
Opthalmology .......... C1 CS SE ee Stee Waweoreees PENCGENOMIG se wee ids 
ae WOE 0 ok eecns COI keke ewes | es OPP 
Obetetrien acc ucccces PGRSOnNER enc Sceies 
re eernre Complimentary.......... Or) £m oui. 
eee 9 aatcedes New Basis: 
PUNO eee ecsans O°! « teaaes Gaeep 2“ Wiuetaas 
TOG  . Sewtewenas 


——— 
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Board of Trustees’ Relationship to Medical Staff 
in a Voluntary Hospital 


THOMAS CONWAY, JR. 


attending medical staff relationship, I have con- 

sidered those that relate to a voluntary hospital 
providing medical, surgical, and other like serv- 
ices, but not to a specialized hospital such as a 
mental or tuberculosis institution. 


[: THE problems involved in board of trustees- 


It seems to me that, by correctly approaching 
the subject, the key to the problem can be found. 
It is sometimes said that the function of a board 
of trustees of a voluntary hospital is to play into 
the hands of a conscientious medical staff and that 
the hospital is the workroom of the doctor. The 
fact is that the board of trustees of a voluntary 
hospital should run it, not for the benefit of the 
staff or of the employees of the hospital, but in 
the manner which, in its judgment, will best pro- 
mote the comfort and recovery of its patients and 
will best serve the public. The policies of the hos- 
pital should be formulated to these ends and the 
clash of selfish interests, to the extent that they 
exist, between the various groups working in the 
hospital, should be resolved with this paramount 
consideration in mind. 


Functions and Responsibilities of the Board of 
Trustees in the Operation of the Hospital 


The law is well settled in Pennsylvania, as in 
almost all states, that the board of trustees is re- 
sponsible for the operation of the hospital. It is 
their function to determine the general policies of 
the hospital and the lines of its development and 
to manage its business affairs. The trustees 
should make periodic reports to the members of 
the hospital corporation and to the community of 
its affairs and of its needs. The trustees are re- 
sponsible for raising the funds required for the 
provision of plant facilities and for the operation 
of the institution. It is the duty of the trustees to 
appoint a competent administrator—a managing 
director or a superintendent—whose duty it is to 





Presented at the convention of the Hospital Association of 
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carry out the policies formulated by the trustees; 
to advise with the trustees, and to assist in the 
administration of the institution. In consultation 
with the administrator and with the representa- 
tives of the medical staff, to the extent that the 
staff is involved, it is the duty of the trustees to 
employ a competent nursing and lay personnel. 


Through the officers of the hospital and through 
committees of the board, the trustees are charged 
with the duty of directing the business affairs of 
the hospital; of insuring efficient and economical 
management and the maintenance of a high stand- 
ard of service to their patients. It is the respon- 
sibility of the trustees to balance the hospital’s 
budget, to the end that the institution may be 
able to continue its service to the public. 


Selection and Appointment of the Medical Staff 


One of the primary functions of the board is 
the selection and appointment of a competent 
medical staff. The courts have held that the board 
of trustees must exercise its independent judg- 
ment in making such appointments; must deter- 
mine the competency of physicians to be ap- 
pointed, and must exercise the tests which good 
business judgment would dictate in determining 
the fitness of appointees. It is also the duty of 
the board to establish general rules for the gov- 
ernment of the hospital. 


Unless the board of trustees exercises good 
judgment in the selection of the staff and in the 
establishment of such general rules, it does not 
free the institution of liability in suits alleging 
incompetency or malpractice on the part of mem- 
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bers of the staff or of employees of the hospital. 
In short, the board is not merely a fund-raising 
organization but it also has the responsibility 
which the law imposes upon the board of directors 
of a business corporation. In my judgment, the 
board of trustees is expected to devote a substan- 
tially greater measure of attention to the details 
of the operation of a hospital than is required of 
the board of directors of a business corporation. 


These relationships between the various groups 
which collectively render hospital service to the 
sick and infirm, are the result of long experience. 
That they are essentially sound I have no doubt 
but, in any event, they are the legal obligations 
which the trustees must assume and discharge. 


In what follows I have assumed that the hos- 
pital is a going concern; that the medical staff 
has been selected and is in service—for a some- 
what different problem is presented where a new 
institution is about to be organized and the entire 
personnel of the hospital must be chosen. 


Heads of Medical Departments Should Make 
Periodic Reports to the Board of Trustees 


The board of trustees must govern the affairs 
of the hospital with tact and discretion. Having 
selected what it believed to be a competent staff, 
the board formally and in fact, should place the 
responsibility on the senior members of the staff 
—that is to say, the heads of the several depart- 
ments or services—to administer the affairs of 
their departments, and collectively administer the 
affairs of the hospital efficiently, in accordance 
with approved practices. A board composed of 
laymen is not competent to make decisions with 
respect to technical questions and therefore it is 
necessary for the board to leave such decisions to 
the attending staff members. The board, how- 
ever, should not grant them blanket authority to 
run the affairs of the hospital as they please. The 
leading authorities appear to agree that the board 
should require periodic reports of the delibera- 
tions of the senior staff—by which term I mean 
the heads of the several medical departments, 
who, as a committee or governing board, deter- 
mine the medical policies of the hospital. In 
many institutions copies of the minutes of the 
senior staff are regularly furnished to the presi- 
dent and to the chairman of the committee on 
staff of the board—whatever its name may be— 
for their information. This I regard as a sound 
practice. In many institutions such minutes either 
are read to the board of trustees at its next meet- 
ing or are summarized for its information. From 
time to time special reports are requested from 
the senior staff or its officers with respect to im- 
portant problems. 
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Importance of Conferences of Board and Staff 


The committee on staff of the board of trustees’ 
should confer, from time to time, with the senior 
staff, or a committee thereof, with respect to the 
medical affairs of the hospital and special prob- 
lems currently presented. The committee of the 
board should ever have in mind the limitations 
upon its knowledge of medical practice and pro- 
cedure. Its function should be to seek the advice 
and assistance of the special committee of the 
staff; to learn through it of the needs of the staff 
and the hospital as regards new equipment and 
other matters and to receive and discuss the rec- 
ommendations of the staff with respect to matters 
of medical policy. By informal face-to-face dis- 
cussions of such matters, the staff and the board 
should come to have an increased respect for each 
other, and the board should be aided in more in- 
telligently and efficiently performing its functions. 


This situation is analogous to that presented in 
a manufacturing corporation where the board of 
directors is required to secure a general under- 
standing of technical problems by conferences 
with committees of department heads and special- 
ists in the employ of the corporation. 


Staff Membership on the Board of Trustees— 
A Controversial Question 


One of the controversial questions is whether 
medical men should be numbered among the mem- 
bership of the board of trustees. Some hospitals 
appoint a representative of the medical staff as a 
member of the governing board, believing that by 
so doing the medical viewpoint will be kept in 
mind and voiced by such a representative. In a 
letter on this subject recently received by me from 
Dr. Van Etten, now president of the American 
Medical Association, he states: 


“T am inclined to feel that the presence of 
a few physicians on the board is valuable. 
The medical staff needs some advocate at the 
counsel table to interpret their desires. This 
is a very debatable subject from many 
angles.” : 


However, my research convinces me that a ma- 
jority of the national organizations and leading 
hospital authorities believe that the inclusion of 
medical men on the board of trustees is an unde- 
sirable practice which leads to many complica- 
tions. While there never has been a medical mem- 
ber on the board of trustees of my hospital, and 
therefore I have had no personal experience with 
such a plan, I am firmly convinced that it is un- 
wise, from every viewpoint, to include representa- 
tives of the staff in the membership of the board 
of trustees. While fully’conscious of the limita- 
tations inherent in a lay board, I believe that, in 
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the end, the hospital will be most efficiently con- 
ducted if the board is composed entirely of lay- 
men. 


Keeping the Hospital Medical Personnel Up to 
High Standards 


Among the reasons which have led me to this 
conclusion is the necessity on the part of the 
board, and particularly on the part of the com- 
mittee on staff of the board, of investigating from 
time to time whether there is any “dead wood” 
in the medical personnel of the hospital which 
should be pruned out and replaced by new men, 
if the institution is to perform its greatest serv- 
ice to the public. We must always remember that a 
hospital’s personnel—medical, nursing, and lay—is 
composed of human beings who are subject to the 
limitations and weaknesses inherent in our race. 
My observation is that sooner or later every vol- 
untary hospital will develop dead wood in its med- 
ical staff, by which I mean men who fail to keep 
abreast of the march of progress in their spe- 
cialty; who, in some cases, prove inattentive to 
their duties or who, in a few instances, make a 
racket out of their specialty, subordinating the 
interests of their patients and the community to 
motives of personal profit. Such men must be 
removed. It is the duty of the board of trustees, 
through its special committee and otherwise, early 
to detect such unhealthy conditions; to squarely 
face the issue; to remove those concerned and to 
replace them with better men. Unless the board 
recognized this inherent danger; is vigilant in the 
detection of such weaknesses, when they occur; 
and is willing unflinchingly and courageously to 
perform its duty of removing such men from time 
to time, the hospital is bound to suffer from a can- 
cerous growth which may eventually destroy it. 


It is obvious that, in performing these func- 
tions, a medical member of the board is in an ex- 
tremely embarrassing position. He is torn be- 
tween the dictates of what are termed “medical 
ethics,” on the one hand, and his duty to the com- 
munity as a member of the board, on the other. 
In my judgment the two requirements are incom- 
patible and it is primarily for this reason that I 
believe medical membership on the board of trus- 
tees is unwise. 


Annual Appointments to the Staff 
Recommended 


To aid in the process of keeping the medical 
personnel of the hospitals always up to a high 
standard, the American College of Surgeons, some 
years ago, recommended that appointments to the 
medical staff should be made for one year. . This, 
I understand, was designed to require the board of 
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trustees annually to assay the qualifications of its 
staff and to face the question of what changes 
therein should be made. Many institutions make 
appointments to their medical staffs to serve at 
the pleasure of the board. If annual appoint- 
ments, as a matter of fact, insure an annual assay 
of the staff and the determination of what changes 
should be made, then-it would appear that one- 
year appointments are decidedly advantageous. I 
think it makes little difference which plan is fol- 
lowed, provided the board is alert to its responsi- 
bilities and, in fact, makes and requires periodic 
clear-eyes analyses of its staff. In my judgment, 
it is most undesirable to make staff appointments 
for a term of years or to regard an appointment, 
once made, as a life-time job. 


Filling Vacancies on the Medical Staff 


When vacancies in the staff occur, the board 
should request nominations from the senior staff. 
The practice, sometimes followed, of permitting 
the head of a department to submit his nomina- 
tions without consulting the other members of 
his senior staff, is vicious. In all cases of new ap- 
pointees, the senior staff’s nominations should be 
made in writing with a full statement of the quali- 
fications and professional experience of the nomi- 
nee for the information of the board. But behind 
this formal procedure, it is important that there 
should be frequent and frank discussions by the 
officers of the hospital and the committee on staff 
concerning available candidates and the reasons 
for the nominations to the staff. 


The board itself should not, on its own motion 
and without competent medical advice, select ap- 
pointees to the staff. Above all, the board should 
beware of personal favoritism which, if indulged 
in, will speedily impair the medical work of the 
institution. 


In addition to the importance of the formal 
relationships of the board with the medical staff, 
with which I have been dealing, I should empha- 
size the great importance of constant contacts by 
the president of the board of trustees, and by the 
members of the committee on staff, with the 
chairman of the senior staff and, in fact, with the 
entire personnel of the staff, in so far as practi- 
cable. Such contacts will develop mutual respect 
and a better understanding of the problems of 
each. In short, it will educate all concerned to a 
clear appreciation of the opportunities, problems, 
and responsibilities of the hospital and that part 
that each must play in efficiently and satisfacto- 
rily serving the hospital’s patients and the com- 
munity: in advancing scientific research and in 
promoting the health of the community. 
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The Hospital in the Hospital Service Plan 


ROBERT H. BISHOP, JR., M.D. 


to pause in these busy days when all eyes and 

interest of the hospital world seem to be 
focused upon the development of hospital service 
plans, to discover just what the position of the 
hospital is in these plans. 


|" is well for those of us interested in hospitals 


The growth of hospital sérvice plans has been 
truly remarkable, and I might add, frequently 
appalling, for in certain instances that growth has 
been so rapid that unsound practices have devel- 
oped which have endangered the entire movement. 
Capitalizing during the depression years upon a 
well-earned and justified confidence of the public 
in our hospitals, the result of years of sound pub- 
lic service, and on a suddenly awakened interest 
on the part of the public in some plan that would 
permit the budgeting of hospital expense, this 
development got under way with all the excite- 
ment and ballyhoo of the great California Gold 
Rush. 


Countless “experts” in this new, difficult, and 
complicated field of group hospital insurance sud- 
denly appeared from nowhere. Many had no busi- 
ness training, most of them no knowledge of hos- 
pitals and their problems and little actual concern 
for a sound public service, but all of them had the 
same gold fever that was the motive power of the 
Forty-Niners, dreaming dreams of sudden wealth 
and power and influence. 


Fortunately for the movement, the American 
Hospital Association, through its Commission and 
its Council on Hospital Service Plans, promptly 
developed standards and a consulting service 
which were of great value to those communities 
seeking to organize such a service, and then estab- 
lished an accredited list of plans, thereby enabling 
plans to go before the public with the full backing 
and support of the American Hospital Association. 


In the majority of communities the local hos- 


pitals have underwritten the plans, providing a - 


guarantee of service to the subscriber which has 
safeguarded the plans, and although hospitals in 
many instances have suffered financially as a re- 
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sult of this underwriting, the confidence and sup- 
port of the public have not been impaired, but 
have steadily increased as more and more sub- 
scribers have had hospital experience under the 
plan. 


Today we have in process of organization a na- 
tional organization of plans within the framework 
of the American Hospital Association which will 
stimulate and direct the organization of state and 
local plans. The American Hospital Association 
will continue to have the responsibility of putting 
the stamp of public approval upon those plans 
that meet their published standards. Sixty-seven 
of the seventy-five or seventy-six plans through- 
out the country with an enrolled membership of 
seven million are now approved by the American 
Hospital Association. 


Participation of Hospitals in Organization of 
- Service Plans 


Hospitals, either individually or collectively 
through hospital councils, have participated in the 
organization of the plans and are represented on 
the governing boards by the superintendent or a 
member of the board of trustees. This participa- 
tion of hospitals in the development of hospital 
service plans up to the present time has probably 
been as adequate and satisfactory as it could be 
in this early period of exploration and develop- 
ment of a new community service, but now that 
the service has been accepted and has demon- 
strated its value and financial soundness, hospitals 
should be more concerned than ever over their 
future relationship to these plans. 


It is my opinion that there are too many hos- 
pital administrators, as well as trustees, who are 
content to sit back and let someone else develop 
a system for the sale of their services and to ac- 
cept a financial return that fails to cover their 
per capita cost, never questioning the method of 
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payment to hospitals. This is usually a fixed rate 
for all hospitals and provides no flexibility for 
meeting rising costs, curtailed earnings as the 
volume of service cases increases, and lessened 
endowment income. 


The First Concern of the Hospitals 


Further, there is too little concern on the part 
of hospitals, and I believe it should be the first 
concern of hospitals, as to the methods of promo- 
tion of sales and expense of operation of service 
plans. Hospitals should not be a party to undig- 
nified or cheap methods of publicity and sales pro- 
motion, and while the initial cost of operation 
of any plan may be high and a cost of 25 or 30 
per cent may be justified, this cost of operation 
should rapidly be reduced, and if well adminis- 
tered, should not exceed 10 to 12 per cent. It 
is the obligation of every plan to make as large 
a part as possible of every dollar received avail- 
able for hospital service. 


There is a growing tendency on the part of 
some plans to look upon their organization as 
something separate and apart from hospitals and 
to take the attitude that hospitals should take 
what the plans are willing to pay them and to be 
thankful to get it without asking questions. Plans 
are not practicing medicine or operating hospitals, 
and the determination of the eligibility of the 
patient subscriber for hospital service now being 
undertaken by certain plans is a function and re- 
sponsibility of hospitals in cooperation with their 
staffs. These plans fail to realize that in the last 
analysis it is the service rendered by hospitals 
and their control of abuse of the service by the 
patient or physician that safeguards the plan and 
sells it to the public. 


The Service Plan the Agent of the Hospital 


There is one fundamental question that should 
be before every hospital trustees and adminis- 
trator throughout this land: Is the hospital serv- 
ice plan an agent of the hospital or is the hospital 
an agent of the service plan? 


We, in Cleveland, hold that the hospital service 
plan is an agent of the hospitals. The control, 
and by control I mean the predominance of the 
hospital point of view, is arranged as follows: 
The board of trustees of the service association, 
consisting of 25 members, is a self-perpetuating 
board, but provision is made for the selection and 
election to this board of a representative trustee 
from each of the fourteen Cleveland Community 
Fund hospitals known as participating hospitals 
in the service association. No hospital adminis- 
trator is a member of the board, but there is an 
advisory committee to the board of trustees of 
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the service association, consisting of eight hos- 
pital administrators appointed by the Cleveland 
Hospital Council. This advisory committee makes 
all recommendations as to policies, financial and 
otherwise, affecting hospitals which are accepted, 
rejected as being unsound, or are referred back 
to the advisory committee for further consider- 
ation. 


Allocation of the Earned Income in the 
Cleveland Plan 


Recently, in recognition of this relationship be- 
tween hospitals and the plan, an epoch-making 
procedure providing for the allocation of the 
earned income of the service association by hos- 
pitals was adopted. This procedure is as follows: 


“That eight per cent (8%) of the earned 
income of the Cleveland Hospital Service As- 
sociation for 1941 be set aside for operating 
expense. 


“That that portion of the eight per cent 
(8%) of earned income that is not used for 
operating expense during 1941 shall revert to 
the reserve fund. 


“That seven per cent (7%) of the earned 
income be set aside for reserve against epi- 
demic or catastrophe, or until such time as 
the Board of Trustees shall declare an emer- 
gency, and this percentage be set aside until 
the amount of reserve fund has reached four 
times the required legal reserve including all 
pre-payments. 


“That the remaining eighty-five per cent 
(85%) of the earned income be expended for 
hospitalization; the method of payment to 
hospitals being determined by the eighteen 
participating hospitals and agreed to by two- 
thirds (24) of this number. 


“That when and as long as the amount in 
the reserve fund exceeds four times the legal 
reserve required including all pre-payments, 
the amount available for disbursement to 
hospitals shall be increased by one per cent 
(1%) of the total earned income. 


“That the rates of reimbursement to hos- 
pitals shall be adjusted annually to become 
effective as of the date fixed by the Board of 
Trustees by resolution. 


“In making such adjustments, if and as 
long as the amount in the reserve fund ex- 
ceeds five (5) times the legal reserve re- 
quired, including all pre-payments, then the 
disbursement to hospitals for hospitalization 
of subscribers shall be the full amount of the 
earned income minus the operating expense, 
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and in each instance the method of payment 
to hospitals will be determined by the eight- 
een participating hospitals and agree to by 
two-thirds (24) of this number. 


“Provided that in case of epidemic or catas- 
trophe, the percentage of total earned income 
for disbursement to hospitals should not be 
reduced until such time as the amount of the 
reserve has been reduced to three times the 
legal reserve required including all pre-pay- 
ments. When the legal reserve required in- 
cluding all pre-payments, closely approxi- 
mates three times the legal reserve required 
including all pre-payments, the Advisory 
Committee should consider the matter and 
make recommendations to the Board of Trus- 
tees. 


“The Trustees reserve the right to require 
a revision of the schedule of payments to 
hospitals in order to safeguard adequate pro- 
vision for operating expense and accumula- 
tion of reserve in the amount recommended.” 


No better example of the controlling influence 
of hospitals in the development of service plans 
can be found than that prevailing in Cleveland, 
and the growth and soundness of the Cleveland 
Plan bear witness to the justification of such a 
relationship. 


The Cleveland Plan, under the capable direction 
of John A. McNamara, now has 365,000 subscrib- 
ers, which represents better than 35 per cent of 
the population of the area covered and well over 
half of the wage earners. It will be paying this 
year 35 per cent of all hospital bills in that area. 


How Hospitals Should be Reimbursed 


As I see this problem, hospitals must control 
hospital service plans, thereby being in a posi- 
tion to insist upon efficient management of plans 
and making available the maximum of earned in- 
come of plans to reimburse hospitals. This re- 
imbursement must eventually be on a per capita 
per diem cost basis, with a ceiling on maximum 
cost. 


In figuring cost, hospitals should include an 
amount for depreciation. We, in Cleveland, pro- 
pose to add 50 cents per day to cover this item, 
and 10 per cent of the median cost of all hospitals 


for contingencies or profit. This item in Cleve- 
land will abount to 60 cents a day. 


Encouragement must be given to low cost hos- 
pitals, and this margin of profit should be higher 
in order that they may improve their service to 
the patient. 


If necessary, hospital service plans must be 
prepared to raise their rates to the subscribing 
public in order to reimburse hospitals as outlined 
above. The alternative to such a program is the 
adoption by hospital service plans of the indem- 
nity form of payment to subscribers. Hospitals 
would then deal with such subscribers as they do 
with the subscribers of any commercial plan. 


Hospitals Cannot Render Service at a Loss 


The problem from a hospital standpoint is clear- 
cut. Hospitals cannot render service to plan sub- 
scribers at a loss—they must recover cost of 
operation—and they cannot permit any organ- 
ization to preempt the field that has been theirs 
in providing adequate hospital service for any 
community. 


There is danger unless the hospitals dominate 
or control the development of plans that through 
failure to properly reimburse hospitals and to 
recognize their need for growth and development 
a lowering of the standards of hospital service 
will eventually result. 


The opportunity is here for hospitals to provide 
more and better service to the public. The public 
has confidence in its private hospitals and will 
support them even if the rate to the individual 
subscriber has to be raised. 


Fulfillment of the increased obligations en- 
trusted to hospitals emphasizes the need for com- 
munity planning in our hospital growth and de- 
velopment in order that the much needed service 
may be available to all groups in the community 
at reasonable cost and without duplication and 
needless expenditure. 


I believe that hospitals are the keystone of the 
splendid arch of public service made possible 
through hospital service plans, but the arch must 
be firmly constructed by hospitals taking the lead- 
ership in this development that is theirs by tra- 
dition and long years of experience. 





Grace Hospital Honors Dr. E. F. Collins 


The Board of Trustees of Grace Hospital, De- 
troit, Michigan, honored Dr. E. F. Collins, direc- 
tor of the hospital, with a banquet on the com- 
pletion of twenty-five years of service to that in- 
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stitution. The Board of Trustees presented Doctor 
Collins with a sterling silver table service, the 


nursing department and other employees present- 


ed him with a silver platter and a traveling bag. 
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Basic Considerations in Formulations of Rates 
for Room, Board, and General Nursing Care 


ALBERT H. SCHEIDT 


realization that many of our new develop- 

ments in hospital work cannot be provided for 
without additional funds. There was a time when 
a private room could be made available for a pa- 
tient at three dollars per day and still result in a 
financial gain to the hospital. At present it is 
difficult to provide that same class of facility for 
twice the amount and not bear some loss. Where- 
in, then, has this change come about? In other 
words, why are hospital rates at the present level? 


T rest is significant evidence of a growing 


Factors Responsible for Service Cost Increases 


Six factors are responsible for over 90 per cent 
of these increases. 


1 Hospitalization of the patient has been 
speeded up. This has involved intensifica- 
tion of the nursing care provided on the 
floors. When we consider that there are one 
hundred and sixty-eight hours in the week, 
thereby requiring three and one-half persons 
to man a station solidly during the week, it 
is evident that, while intensification of nurs- 
ing service may be desirable, it does require 
a substantial number of nurses to make such 
a program effective. 


2 Nurses are being called upon to carry out 
many more routines than they were fifteen 
years ago. In fact, many of the nursing rou- 
tines of today were as yet not discovered fif- 
teen years ago. 


3 The patient demands and gets more service 
than. he received a number of years ago. He 


expects to name his own menu, although such ~ 


a practice, from a scientific viewpoint, is 
questionable. He expects many attentions on 
the part of the personnel which fifteen years 
ago were supplied by members of his family. 


4 The maintenance cost of the physical proper- 
ties and the cost of nonprofessional personnel 
have increased materially over the past fif- 
teen years, due to increases in the cost of 
low-bracket employees, who in almost all in- 
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stances, represent over fifty per cent of the 
entire personnel. 


5 While the cost of personnel is increased in a 
hospital, the hospital administrator may not 
be getting maximum return from his person- 
nel dollar. I have often had the feeling that 
if a number of the people who worked in the 
hospitals had to earn their living in industry 
they would probably starve to death. 


6 The hospitals, because of their unfortunate 
financial structure, have not been able to keep 
abreast architecturally and mechanically with 
scientific developments leading to a conserva- 
tion of labor. Fifteen years ago this was less 
important because in the last analysis both 
the number of employees in an institution 
and the rates paid those employees were less. 


Obsolete Buildings and Inadequate Equipment 


It is evident that industry does not hesitate to 
relegate to the scrap pile, obsolescent equipment 
or inadequate buildings which are costly to oper- 
ate. If hospitals followed the pattern of industry 
it would seem that the disposal of approximately 
seventy-five per cent of the hospital buildings in 
this country to the scrap heap would result in 
financial economy to their communities over a pe- 
riod of years. 


However, by the same token, these business, 
men sit upon the board of directors of their own 
companies and approve the condemning of inade- 
quate buildings and obsolete equipment in the 
hope that newer and more adequate buildings or 
equipment will provide greater profits—these 
same individuals, sitting collectively as a hospital 
board, will refrain from exercising the same intel- 
ligent judgment in advising the community on 
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hospital matters. If we were to ask why this com- 
plex existed its answer would probably be three- 
fold: 


A—Since the profit motive does not exist, the 
desire to do an economical job may not be as 
keen. 


B—Since the directorate feels keenly the respon- 
sibility of handling public funds, they may 
be fearful of public criticism in condemning 
obsolete plant or equipment items, even 
though in their own business they would be 
willing to justify their action before their 
own board. 


C—The financial structure of the hospital is 
such that keeping up-to-date has never been 
considered as one of the actual operating 
costs of a hospital. The trend of thought is 
that a hospital should be built by the com- 
munity at large, and once having been es- 
tablished, little should be done to change its 
face until it again becomes desirable to ap- 
proach the community on a large financial 
campaign for rehabilitation or rebuilding. 
During the years intervening between cam- 
paign one and campaign two, presumably 
the development and growth of medical sci- 
ence is supposed to stop. 


Rate Structure and a Sound Financial Program 


We know that this condition is not true and 
therefore the only hospital that can be said to 
have a sound financial program is the one which 
includes in its rate structure, provision for keep- 
ing currently up-to-date. It is true that this would 
result in a slight increase in the per diem cost of 
hospitalization to the patient but it would likewise 
mean that periodically the community would not 
‘have to go through a fund raising campaign to 
make up for a mistake in charges to patients over 
a period of years. Furthermore, by putting the 
hospital in a position of having the funds neces- 
sary to avail itself of new development if, as and 
when desirable, the community would have the 
benefits of such savings and improvements at the 
outset rather than having the savings accrue to 
the community only after the funds have been 
raised in a rehabilitation drive some years later. 


An extended review of hospital costs leads me 
to conclude that if funds were available in a hos- 
pital to do things at the time they should be 
done, whether it be maintenance, acquisition of 
hew equipment, buying faster elevators, or any 
number of things, the amount which would have 
to be added to the per diem cost of patients over 
a period of years would be, roughly, half of the 
amount which would otherwise have to be raised 
by periodic structure and equipment drives in the 
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community. As the number of philanthropists 
grow less and less, the possibility of operating the 
institution on a sound financial basis from the 
start of things becomes less and less a theoretical 
implication and more and more a practical neces- 
sity. 


The ideal cannot be accomplished by wishful 
thinking and we must come back to the grim real- 
ity of what is going to be done regarding room, 
board, and nursing care in our own institution. 
Three types of patients present themselves at our 
doors—namely, full-pay patients, part-pay pa- 
tients and no-pay patients. If we are going to set 
our rates scientifically we must arrive at the fol- 
lowing conclusions. The no-pay patients hospi- 
talization must be financed from endowments, leg- 
acies, gifts or tax funds. The part of the cost of 
the part-pay patients not covered directly by the 
patient should be obtained by direct solicitation 
for operating funds by the hospital or in coopera- 
tion with other agencies through channels such as 
the Community Fund or Community Chest. 
Finally, the cost of full-pay patients should be 
exactly that and no less. 


Providing Reimbursement for “Stand-by” Costs 


There is only one item of cost for the entire 
institution which may be financed out of income 
from private patients. That is the item of stand- 
by costs which the institution experiences as the 
result of having the hospital facilities available 
for the private patient whether he uses them or 
not. This stand-by service has been computed at, 
roughly, ten per cent of the entire operating cost 
of an institution engaging in thirty per cent char- 
ity work and fifteen per cent part-pay work. In 
other words, in that given institution with the 
relationship of private and semi-private work as 
above designated, it has been determined that the 
stand-by cost throughout the year through all de- 
partments is, roughly, ten per cent. 


If we were to assume therefore that such an 
institution realized its anticipated occupancy on 
the private side there would be set free and avail- 
able for charity work one-tenth of that institu- 
tion’s income from private patients. 


The Injustice of Forcing the Paying Patients to 
Pay the Cost of the Hospital’s Charity Service 


If I may express a personal reaction, I think 
that hospital bills to private patients include, by 
and large, too much financing of charity work. 
As a result of this movement upward in rates I 
believe that such hospitals are forcing more and 
more of their clientele to jump over into the char- 
ity class. Within the group of private patients, 
I feel that the hospital is perfectly justified in 
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reasonable variation of the rate for board and 
room, dependent upon the fineries that are pro- 
vided, the diversification of the accommodations, 
and the like, as long as accommodations are avail- 
able in the lower priced levels for private patients 
who desire lower priced rooms. I cannot see any 
objection toward a reasonable differential for de- 
luxe and super deluxe accommodations with the 
realization that the same quality of service is 
available in lower priced private accommodations. 
Within limits, there can be no objection to taking 
excess funds derived from such profit making 
rooms to help finance the stand-by charge. 


This theory of rate structure is not inconsistent 
with the old line theory of medical practice, inas- 
much as there is nothing in common between the 
two. A physician, logically, can base his fee on 
the patient’s ability to pay because that patient 
has a free choice of doctors. The hospital; on the 
other hand, represents a community project rep- 
resenting an outlay for physical plant, equipment, 
supplies and personnel wherein the patient makes 
his selection of accommodation, based on his abil- 
ity to pay. The essential service to the patient, 
however, is identical regardless of the patient’s 





selection of doctors, or the rate on which they may 
agree. The one is a provision of invaluable service 
on an individual basis. The other is a consolida- 
tion of facilities and supplementary services bear- 
ing a definite market value, price and cost. 


Understanding the Make-Up of Hospital Costs 


To summarize then, as hospital costs increase it 
becomes necessary for us to have the same intel- 
ligent understanding of the make-up of our costs. 
It becomes necessary to know what these costs 
are in the terms of various types of patients whom 
we serve. It becomes necessary to relieve the pri- 
vate patients of the burden of caring for the indi- 
gent beyond the funds furnished by application of 
the stand-by service. It becomes necessary to se- 
cure adequate financing of public patients through 
funds voluntary or tax arising from the commu- 
nity, and finally it becomes necessary to develop 
a source of funds to supplement those which can 
be paid by part-pay patients. 


By this method our hospitals will not only be 
looked upon as houses of mercy but also as houses 
of justice. 





Mt. Sinai Hospital, New York City, Makes. 


Plans to Cooperate on Defense 


Effective May 1, all members of the Medical 
Board and of the Association of.the Junior Med- 
ical Staff of Mount Sinai Hospital, New York City, 
remaining in civilian practice, contribute into the 
common fund a percentage of the net medical 
income for the year 1940 and the years following, 
payable in monthly installments. The fund will 
be administrated by a committee of three trustees 
of the hospital. 


The plan is designed to assist the doctors who 
are called into service to maintain obligations to 
their dependents and permit the physicians who 
remain behind to share in the common responsibil- 
ity for defense. Payments will be made monthly to 
each member of the hospital’s medical staff called 
for active full-time military service or to his fam- 
ily or designated agent, and the payments will con- 
tinue until six months after honorable discharge 
from military duty. In case of death or total 
disability while in military service, payments will 
be continued for two years after death or onset 
of total disability. 


The operating costs of administration will be 
defrayed by trustees of the hospital so that all 
contributions to the fund will be used for the 
benefit of the participating physicians. 
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L. C. Austin Leads Section at National 
Retail Credit Association's Meeting 


L. C. Austin, superintendent of Menorah Hos- 
pital, Kansas City, Missouri, will have charge of 
the Section on Hospitals, Physicians, and Dentists 
at the National Retail Credit Association’s Meet- 
ing in New York City, June 16-19. 


Mr. Austin would appreciate any one in the 
hospital field sending in any questions or prob- 
lems that they may have which he, in turn, could 
take up at this convention. 





Downtown Hospital Celebrated Its 
Twenty-Fifth Anniversary 


The Downtown. Hospital, 121-129 Broad Street, 
New York City, celebrated its twenty-fifth anni- 
versary on May 14. Located in the financial dis- 
trict for twenty-five years. The Downtown Hospi- 
tal has been the guardian of the health of lower 
Manhattan. 


The doctors and nurses of the Downtown Hos- 
pital have organized themselves into a Downtown 
Medical Emergency Defense Unit, and in the 
event of any national or other major emergency 
the hospital is prepared to hospitalize seventy-five 
additional patients in their Catastrophic Ward 
and in other available rooms. 
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Medical Social Service in Memorial Hospital 


M. GRANT COAKLEY 


E feel that our workers being nurses 
WW ines a splendid approach to the patients. 

The psychology developed in years of 
training with sick people is unsurpassed, it pro- 
vides the ground work of a great understanding 
of human problems. Our workers are from the 
first moment at ease with the patients, and can 
discuss his troubles, tell what the physician 
wants, the probable reason for this or that symp- 
tom, a simple way to ward off some minor diffi- 
culty, and many other things that are beyond the 
knowledge of the social worker who has not had 
nurses training. 


When for instance, Dr. J calls social service 
and says “Mrs. T’s husband telephoned she is 
very ill, please send in a worker,” our worker 
visits the home, takes the T P R, examines pa- 
tient, notes any new nodules, or severe irradia- 
tion reaction, sees if the abdomen is tense, if 
there is an unusual discharge, or difficulty in 
breathing, and checks up on the site and intensity 
of pain. With all this information, she is able to 
telephone in an, intelligent report to Dr. J, and 
he in turn knows that she can differentiate be- 
tween a severe irradiation reaction, and a pos- 
sible erysipeloid infection, between trouble with a 
colostomy irrigation or something which may 
need surgical intervention. With this informa- 
tion at hand, he decides on what is best for the 
patient. 


Admission 


A worker is in the admitting department, and 
when a patient has been examined, and a tenta- 
tive diagnosis shows he is a suitable case for care 
in Memorial Hospital, the worker discusses with 
the relatives such questions as, patient’s ability 
to come back and forth for treatment, how long 
and how costly the journey, his ability to travel 
alone and so forth, she then presents these facts 
to the head of the particular clinic under whom 
the patient may be treated, and he decides 
Whether the patient should or should not be 
accepted. 


If for some reason, it is considered unwise to 
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accept a patient, he is given. a card to the hospi- 
tal nearest his home, where he can get adequate 
care. If he is accepted for care in Memorial Hos- 
pital, the worker files the information she has 
received on his medical chart, and if she feels 
there is need for a home visit, the case is re- 
ferred to the worker in the district where the 
patient resides (such cases are always cleared 
through Social Service Exchange). After a home 
visit and a conference with the director, the case 
may be carried in the social service department 
all through patient’s care in Memorial Hospital, 
or it may be closed if no problem presents itself. 
The patient and his family are, however, always 
urged to come into the social service department 
if they need advice or help. 


If the patient lives outside of New York City, 
and there is any problem, medical or social, which 
in the opinion of the physician. or medical social 
worker needs attention, the worker writes to the 
local agency best suited to handle this problem. 


Wards 


A worker checks up the admission list every 
morning, and notes if any social service or former 
patients have been admitted. She visits the 
wards, talks with the nurse in charge, if this 
busy person is not otherwise occupied, she hears 
of any very ill patients, and tries to say a word 
to each patient on the morning after admission. 
She may have just a brief visit with the new 
arrival, but it is enough to make him feel there 
is someone else in the hospital, friendly and 
anxious to help. She may be able to get sufficient 
data for the Social Service Exchange but if not, 
she obtains them and many other facts on her sub- 
sequent visits to the ward patients. She checks 
on all colostomy, gastrostomy, and trachectomy 
patients, and on any feeding problem, and ar- 
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ranges for conferences with the relatives of such 
patients before the time of discharge. This is 
done in order that the families will be prepared 
for the necessary home care of the patient which 
otherwise may come as a shock to them. In 
every instance, we send, if the patient lives in 
New York, one of our workers to the home within 
a few days after his discharge to see how things 
are working out, if the patient lives outside the 
city, we ask the Visiting Nurse Association in his 
neighborhood to check up for us. 


The worker makes a special effort to talk with 
patients who have no relatives in the city, and 
therefore few, if any, visitors, she sees these 
patients are supplied with notepaper, stamps, 
books, and games, and thus tries to prevent them 
feeling lonely. 


Clinics 


A worker attends all clinics, talks with the 
patients already known to the social service de- 
partment, draws the attention of the clinic super- 
visor to those who are very ill, so they do not 
have to wait too long, and picks up new cases. 
She is also ready to come to the aid of the physi- 
cian when he needs help in interpreting his wishes 
to the patient. She sees the patient gets prescrip- 
tions when necessary, and if he is on relief, that 
he understands the routine regarding getting 
these prescriptions filled. She discusses nutrition 
with the physician and patient, explains to the 
latter the need of keeping up the caloric content 
of his diet, suggests substitutes when prescribed 
diet is beyond patient’s income. She interviews 
relatives and also helps ward off, by answering 
them herself, the numerous inquiries, pertinent 
and otherwise, with which patients and their 
families frequently hold up physicians in a busy 
clinic. She gets for the patient and his friends 
the information they need, being careful always 
not to interrupt when a patient is being 
examined. 


She checks upon patient’s transportation, and 
tries to arrange that ill and old persons do not 
come alone to the clinic. 


In the Home—On the District 


The worker gets her cases from the office. She 
carries a card for each patient under her care 
(a duplicate card is in, the office file). She makes 
out her schedule of visits the previous evening, 
and is at her first case at 9 a. m. She visits for 
“follow-up,” for “end result of medical treat- 
ment,” for dressings, for treatment, or for a 
check-up on home conditions, or because patient 
has failed two clinic appointments, or did not 
respond to a telegram, saying there was a bed 
available for him in the hospital, or perhaps 
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because someone telephoned, saying the patient 
was very ill. 


On her first visit to a new patient in his home, 
the worker does not try to get a complete social 
history, in fact in some cases, it may take several 
visits to elicit some very pertinent data. She is 
usually able to get sufficient information to clear 
the case through Social Service Exchange, and 
she does try to make the patient realize that she 
is interested in him as a person, and is anxious 
to do what she can to get him back to health. 
Therefore, she wants him to know why the physi- 
cian is so anxious he should carry out instruc- 
tions faithfully. She asks the patient about diet, 
pain, elimination, if he sleeps well, and reports 
the replies to the physician who in turn prescribes 
what he thinks is necessary. 


She looks into the home situation as a whole, 
ascertains if there are other health problems in 
the family, if so, sees these get proper attention. 
She sees that the patient and his family have ade- 
quate food, clothing, and heat, and endeavors to 
adjust any financial problems that may arise. 
She checks on the housing conditions, and tele- 
phones the proper authority if there is any viola- 
tion of the laws regulating stairway, halls, rats, 
roaches, etc. 


Problems that are not within the scope of 
Memorial Hospital Social Service are referred 
to the organization best fitted to handle them and 
are followed up until an adjustment is made. 


The worker does dressings and gives treatment 
when, necessary, instructs some member of the 
family in the care of the ill person, how his bed 
can be made while he is in it, how a bed bath is 
given, how to give an enema or colostomy irriga- 
tion, the proper technique in dressing, and when 
necessary, how to give a hypodermic injection. 
She tells the family also how to prepare and 
serve special diets, discusses the family budget, 
and tries to bring comfort and brightness into 
the home. She makes the patient feel the per- 
sonal interest his particular physician has in him 
and she encourages him to do all he can to help 
himself with his feedings and irrigations. Many 
of our cases are ill for a long time and it is not 
wise to allow them to become helpless too soon. 


In cases where narcotics are prescribed, and 
the family cannot afford to buy them, the worker 
takes a supply with her, and leaves this with a 
responsible member of the household. 


Each worker calls the office around noon time 
each day. She reports anything urgent and in 
turn is given new cases, or information regard- 
ing the patients in her district who have reported 
for clinic or treatment. 
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Office 


There are always workers in the office ready 
and willing to talk to patients and their relatives. 
They discuss treatment, diet, medication, trans- 
portation, family budgets, and in fact anything 
bearing on patient and his illness, and try to 
make it clear that they are there to help him 
regain his health, and make it possible for him 
to get the greatest good out of the treatment 
which he is receiving. 


We call outside agencies already interested in 
patient and report his condition, we telephone 
agencies that may help him carry on, while hav- 
ing treatment, we get in touch with all branches 
of Federal, state and city relief, housing, veter- 
ans administration, American Red Cross and 
family case work agencies in an effort to ease 
the patient’s mind about financial worries, and 
we, in almost all cases follow these telephone 
calls, with a letter confirming our interest in the 
patient, and our plans for his welfare. 


We supply patients, who otherwise could not 
afford them, with medications, salve, and dress- 
ings. If patient is not on relief and says he can- 
not buy these necessities, we always give him a 
supply which will last until a worker can check 
up on the home conditions (in the majority of 
cases we find patient’s story is true). Cases out- 
side New York City are followed through V.N.A., 
A.R.C., and family case work agencies, near the 
patient’s home, and we get reports for our physi- 
cians regarding the condition of patients unable 
for one reason or another to return for clinic ob- 
servation. Personal letters in many instances, with 
a stamped addressed envelope enclosed bring ex- 
cellent results. “Follow-up for end result” is an 
important part of our work. 


Convalescent care is arranged after conference 
with patient’s physician. as to the advisability of 
this. 


When the patient has gone beyond the stage 
where he can be helped by treatment, and when we 
know he cannot remain at home, arrangements 
for terminal care in one of the homes for our 
cases is arranged. If the patient wants to remain 
in his own home, and his family is willing to 





care for him there, everything is done to ease 
the home situation, and when possible house- 
keeping and visiting nurse care is obtained, and 
a worker visits the patient regularly. In this way, 
he feels the hospital and his physician, is still 
interested in him, and the family is able to get 
further advice as to his care. When necessary, a 
change in medication or dressing is suggested 
after conference with patient’s physician. 


Visits to patients’ homes, and a synopsis of the 
home conditions, visits of patients or their friends 
to the social service department, are all recorded 
on patient’s medical chart, with any information 
pertinent to the patients’ well-being. An account 
of narcotics and other drugs given to patients is 
also kept on this chart and the workers fre- 
quently consult with the physicians regarding 
continuance of narcotics or increase in dosage 
when patient is having a great deal of pain. 


A social history is kept in a special file in the 


. social service department. This contains a record 


of the more intensive case work, treatment, and 
social problems as they develop. This function is, 
of course, the natural complement of the medical 
treatment given patient. 


Staff Conferences 


Weekly staff conferences are held and at these 
we discuss our many problems, and try to find a 
way out of difficult situations, always keeping in 
mind that our principal aim is the care and com- 
fort of the patient. 


We have frequent and informal talks ‘with our 
physicians and in this way keep in touch with 
the newest trends in medicine and treatment. 


The work in Memorial Hospital Social Service 
Department is rotated so each worker in turn is 
on the district for three months, then in the office, 
and in the clinics, in this way each is familiar 
with the. routine and can be called on to fill in any 
emergency. 


The social service department does not make 
the financial arrangements for the patients’ care 
in Memorial Hospital, but any recommendations 
made by us to the adjuster are always given the 
utmost consideration. 





Southwestern Institute for Hospital Administrators 


The American College of Hospital Administra- 
tors announces the First Southwestern Institute 
for Hospital Administrators to be held in Dallas, 
Texas, November 17-28, 1941. 


The institute will be sponsored by the American 
College of Hospital Administrators in cooperation 
with Southern Methodist University and the 
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Texas Hospital Association, as well as the Dallas 
County Hospital Council. J. H. Groseclose of the 
Methodist Hospital, Dallas, is director, with Ger- 
hard Hartman, executive secretary of the Ameri- 
can College of Hospital Administrators, and A. C. 
Seawell of the City-County Hospital, Fort Worth, 
as associate directors. 











Mutual Hospitals in Uruguay 


CHARLES A. LOZANO, M.D. 


UTUAL. help and mutual support are no 
M mere expressions of medical assistance 

but rather are complete social help with 
the cooperation of all members of the mutual 
society and is so understood in Argentine and 
Uruguay, more especially in Uruguay, in which 
country this system of cooperation is highly de- 
veloped. It constitutes a practical solution. of 
medical and hospital problems for those in the 
middle and upper economic brackets who are not 
eligible for admission to governmental hospitals. 


The benefits include complete medical care, hos- 
pital care, general medical service at home, care 
in convalescent camps, emergency services and 
pharmacy supplies, pensions and subsidies for poor 
widows, funeral expenses, medical examination for 
member’s mother and father if they have reached 
50 years of age and for sons and daughters who 
have not attained 15 years of age, and all these 
benefits are secured by members paying a fixed 
monthly contribution of from $1.50 to $2.00. 


It is emphasized that the members are the own- 
ers of their own mutual society. Mutual respon- 





The “Dr. Luis P. Lenguas” Hospital in Montevideo, 
Uruguay 
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sibility and cooperation with participation in the 
mutual benefits are essential expressions of a real 
democracy. 


The importance of these societies to their com- 
munity will be well understood when we remember 
that Montevideo, capital of Uruguay, has a popula- 
tion of 650,000 and in its governmental hospitals 
we find the following statistics: 


(Including alltypesof Admis- Dis- Patient- 
patients) sions charges Days 
BOD rhe lars ieee sch evecare 43,426 39,684 2,191,338 
1940) 2. ch emekeis seta 33,351 30,040 1,664,276 


For surgical patients alone there is an average 
of 12,000 admissions and discharges annually, 
with 600,000 patient days. 


For the same years in the mutual hospitals we 
find the following statistics: 


(For surgical patients Admis- Dis- Patient- 
only) sions charges Days 
BESO is Secs toreiesahe aiezelorelete ~ 5,000 4,820 60,480 
a ckc eve ssczeua vere uae 6,750 6,210 71,000 

Visit-days at home (For medical and surgical diseases) 
MOBO och cet ea eies 923,864 
RON cae crscaexarer oom archenere 917,635 


By comparing these figures we find that for the 
12,000 admissions in the governmental hospitals 
and 5000 admissions in the mutual, hospitals the 
proportion of admissions is 2.4 to 1. 


We are interested in explaining to American 
readers the hospital expressions in common use in 
Uruguay referring particularly to the mutual 
societies, among the more important of which are 
the “Asociacion Fraternidad” and “Circulo Cato- 
lico de Obreros.” The “Asociacion Fraternidad” 
with its 49,000 members is the most important 
mutual society in Uruguay. 


“Circulo Catolico de Obreros” is a mutual or- 
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ganization for the middle classes and has 17,580 
members. The Dr. Luis P. Lenguas Hospital, 
owned by the society, is a beautiful modern insti- 
tution and a pleasure to visit. The ground floor 
has two large entrances, one for out-patients and 
the other for in-patients and relatives. Both com- 
municate with a beautiful lobby in which are lo- 
cated two elevators and a wide stairway. 


The decorations, like all hospital interiors in 
Latin American countries, are of well-ordered sim- 
plicity and the walls are beautifully painted. The 
wainscoting is of beige-colored marble, the ceilings 
and floors are done in two colors, oatmeal and pale 
green, combined with real artistry. 


The Clinics 


The clinics are distributed through two sym- 
metrical sections, each one assigned to different 
services for out-patients, and both sections are 
connected with a nicely arranged parlor surround- 
ing a small interior garden. 









































Surgical Wards 


The first and second floors are for surgical pa- 
tients and have a capacity of 50 beds, distributed 
in two wards of 4 beds and twenty rooms with 2 
beds each, one for the patient and the other for 
one relative accompanying him. These rooms are - 
arranged according to a very useful and intelli- 
gent plan into five suites for the purpose of avoid- 
ing noise and providing for the most convenient 
routes of travel. Each room is well furnished in- 
cluding Simmons type of hospital bed, telephone, 
lamp annunciator for the call of nurses and other 
employees, and to each room is connected a small 
parlor and a complete bathroom done in color. 


Operating Room Suites 


There are two operating room suites done in 
green tile, one for aseptic operations and the other 
for antiseptic. Each suite has a room for the stor- 
ing of surgical supplies, a scrub-up room communi- 
cating with the operating room, cabinets for surgi- 
cal instruments and equipment, film-viewing cabi- 
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nets, and all modern surgical equipment including 
electric cautery, automatic electric aspirator, air 
conditioning, special lamps for surgical illumina- 
tion, etc. The surgical lamps are made in Uruguay 
and are very complete with an absence of heat and 
shadows and with all-movement adjustments. One 
of the operating room tables is a Scherr model 
from Switzerland and the other is manufactured 
in the Argentine. Each operating room contains a 
dressing room and bathroom for the surgeons. 


In the construction of the operating room 
suites glass blocks are used instead of windows, 
the floors are of terrazzo with ceramic glazed 
wainscoating. 


The sterilizing room is centrally located between 
the two operating suites. The travel routes for 
the surgeons and assistants have been planned 
with a view of controlling infection, the doors 
opening only in one direction, and after the physi- 
cian or surgeon has been surgically prepared and 
enters the operating room, he cannot re-enter the 
operating room if he once leaves it without going 
through the sterilizing room again. 


Adjacent to the operating suite is a separate 
suite for orthopedic surgery equipped with an 
orthopedic surgical table, the Pineiro-Sorondo, 
manufactured in the Argentine. 


Diet Kitchens 


The diet kitchens contain all modern improve- 
ments, each kitchen having its own refrigeration, 
cold-storage room, dishwashing unit, etc. The 
main kitchen is equipped with modern ranges and 
other modern cooking utensils and with a special 
room opening on it for the control and distribu- 
tion of foods. The range, which is constructed for 
the use of anthracite coal, is manufactured in 
Uruguay as are the electric conveyors for food 
distribution. 


Laundry and Power Plant 


The laundry and power plant are equipped with 
fuel oil burners and are of modern construction 











One of the waiting rooms for out-patients in the center 
of which is a small garden 





One of the operating rooms 


and highly efficient. These with the pantry and 
food entrances are located in the basement. 


Gardens 


Surrounding the hospital are small gardens, 
beautifully landscaped, in which the flowers and 
trees and shrubs that thrive in Uruguay are grow- 
ing. All of the parlors and wards overlook these 
gardens which create a beautiful picture more like 
the surroundings of a home and contribute to the 
enjoyment of the patients and employees and to 
the restoration of health. 
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Hospital and Medical Center for Chicago 


Both houses of the State Legislature have 
passed a bill for the construction of a hospital 
and medical center on the west side of Chicago, 
Illinois. The administration of this center will 
be in the hands of a commission of five members. 
One each would be appointed by the Governor, 
the Mayor of Chicago, the president of the Cook 
County Board, the president of Chicago Park Dis- 
trict, and the trustees of University of Illinois. 
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The Commission may acquire title to real estate 
selected except certain types of property and 
local governmental units, such as the county, are 
authorized to convey property to the Commis- 
sion. The Commission would have powers of 
eminent domain. to take over private property on 
which to build hospitals, sanitariums, clinics, 
laboratories and other buildings. 
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Hospital Pharmacy and Out-Patient Department 


The Physician's Point of View 
A. P. MERRILL, M.D. 


pharmacy and out-patient department are 

among the most essential services of a hospi- 
tal. They might be regarded as the forefinger 
and thumb of the benevolent hand of a hospital 
extended in a charitable effort toward a deserving 
public in furnishing its medical needs. The effec- 
tiveness of this assistance in the hospital scheme 
of operation depends almost entirely upon gen- 
eral administrative policy and has a vital bearing 
on the physician’s work within the hospital or 
clinic and the relation of the pharmacy to these 
professional endeavors. 


|’ IS almost superfluous to emphasize that the 


To obtain a superior quality of service, a proper 
unification of procedure should be maintained, 
whether the pharmacy is centralized or decentral- 
ized into two units with one serving the clinics 
alone. For this reason, the out-patient depart- 
ment should be operated as an integral unit of 
the hospital' and be subject to centralized admin- 
istrative control. Then the policy of the phar- 
macy will be correlated with that of the other 
departments and the drug service rendered in the 
out-patient clinic. 


The physician generally considers the hospital 
as a scientific tool to be used in his treatment of 
certain phases of disease. He alone, as a physi- 
cian, can use this tool by reason of his knowl- 
edge and professional skill.2 The out-patient de- 
partment should be regarded in a similar light. 
For as the pay patient is diagnosed and treated in 
the physician’s private office, the indigent or near 
indigent patient is diagnosed and treated in the 
out-patient department of the modern hospital. 
The professional relationship between the physi- 
cian and the patient should be identical under both 
circumstances. 


Hospital Pharmacy vs. Outside Pharmacy 


Likewise, the relationship of the pharmacy to 
the physician and his patient is the same, whether 
the pharmaceutical services are provided by the 


Presented at the Tri-State Assembly, Chicago, May 1941. 
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pharmacy in the physician’s office building or by 
that serving the physician and his patient in the 
out-patient department of a hospital. Standards 
of pharmaceutical service should be equally ex- 
cellent in both. In fact, the hospital pharmacy 
should represent the acme of professional service 
and a standard for all other pharmacies to adopt. 
Many physicians, however, believe the outside 
pharmacy superior to the hospital pharmacy serv- 
ice because, there, prescriptions are never ques- 
tioned as to content, price, or purpose. 


On occasions, hospital pharmacies have been 
permitted, through general administrative leeway, 
to assume the role of a therapeutic and economic 
policeman. Attempts sometimes are made to re- 
strict prescriptions written by the clinic physician 
to those listed in a very incompletely compiled 
hospital formulary of three or four hundred 
drugs. Similarly, expenditures for drugs in the 
out-patient department often are controlled 
through the agency of the pharmacy by arbitra- 
rily eliminating the prescriptions of the more ex- 
pensive drugs and by terminating the refilling of 
those for chronic cases. 


However justifiable such efforts may be, this 
problem should not be solved by delegation of po- 
lice authority to the pharmacist. No pharmacist 
desires to be placed in the unpleasant position of 
critically scrutinizing prescriptions with the view 
in mind of enforcing restrictive policies as to drug 
therapy. Such activities are likely to be regarded 
unfavorably by the physician as a frustration of 
his therapeutic efforts in the treatment of the 
clinic patient for whom he is legally and morally 
obligated to administer to the best of his ability. 


Evaluating New Therapeutic Remedies 


Furthermore, it should be recognized that the 
concentration of clinical material at ‘one time in 
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the hospital and out-patient department, offers 
special opportunities for evaluating new therapeu- 
tic remedies. These tests can be conducted in a 
shorter period than would be possible in private 
practice. Investigative work of this character 
should be encouraged since all high-minded men 
of scientific institutions will regard these oppor- 
tunities as special obligations.* “In return, the 
hospital will profit not merely by the conscious- 
ness of doing its moral duty but also by the more 
healthy attitude of its staff which critical work 
engenders, and by the greater and more scientific 
interest in the treatment of its patients.’”* 


The Drug Policy of the Hospital 


A drug policy can be developed by every hos- 
pital which is reasonable in its demands and offers 
every freedom to the physician in his drug therapy 
and clinical research. This policy can be devel- 
oped and established through the cooperative ef- 
forts of the hospital administration, the pharma- 
cist, and the pharmacy committee appointed to 
represent the medical staff in this matter. Once 
established, this policy should be adhered to by 
the physician on a voluntary basis and enforced 
through general administrative measures, and 
further through the medical staff organization of 
the hospital, when necessary. 


It should be emphasized that formularies of 
limited scope, by depriving the patient of an indi- 
cated medicine, hamper rather than aid the phy- 
sician in the scientific treatment of his patient. 
It never should be forgotten that all facilities in 
the hospital, including the pharmacy, are part of 
the armamentarium of the physician to be utilized 
in the diagnosis and treatment of the patient for 
his speedy and ultimate recovery. If this thera- 
peutic armamentarium, in which drug remedies 
assume a large importance, is handicapped by any 
method or device which limits the indicated treat- 
ment, it is harmful because the patient’s recovery 
is delayed. Illness is thus prolonged. Therefore, 
a lesser number of patients can be cared for and 
the cost of delivering medical service to the public 
is increased. 


The physician should have complete freedom to 
utilize many of the official drugs and preparations 
now recognized. About 2225 such drugs and prep- 
arations are listed in the “United States Pharma- 
copeia’”® and the “National Formulary.’*® This 
group does not include several hundred new drugs 
and brands the Council on Pharmacy and Chem- 
istry of the American Medical Association accepts 
as being of value to the physician in his treat- 
ment of diseases. These are published in “New 
and Non-Official Remedies” by the American Med- 
ical Association.’ 
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The Revision Committee of the United States 
Pharmacopeia continually is striving to have this 
publication represent the best therapeutic agents 
known to modern medicine. The members of the 
committee embrace 18 physicians, 5 pharmacists, 
and other eminent men chosen for their special 
qualifications in their respective fields of medicine, 
therapeutics, biology, pharmacology, pharmacy, 
chemistry, and serology.* In the preparation of 
the new “Pharmacopeia,” 58 new drugs and prep- 
arations were added and 119 deleted as obsolete 
or unnecessary.® Complete pharmacopeial revi- 
sion is made every ten years; interim revision sup- 
plements make possible prompt pharmacopeial 
standardization of new drugs. The United States 
Pharmacopeia thereby receives recognition as a 
legal standard representing the best drugs cur- 
rently know to medicine. 


Hospital Formularies 


Many hospital formularies attempt to standard- 
ize prescriptions, supposedly to contribute to per- 
fected therapeutics.'° Instead, less effective ther- 
apy results, for the pernicious habit of “‘ordering” 
in place of “prescribing” is fostered thereby, to 
the patient’s detriment. Prescriptions should not 
be standardized because treatment of patients by 
any means cannot be standardized. Rather, the 
need is for better individualized treatments which 
will create better standards of treatment but will 
not and should not standardize. 


Physicians usually will regard with disfavor 
any attempts by hospital authorities to issue pre- 
prepared prescriptions and preparations for uni- 
form adoption by the medical staff. This doctrine 
is important as the hospital should strive to de- 
velop further in the intern and resident, princi- 
ples taught in medical schools. These stipulate 
that treatment of the patient should be individ- 
ualized and the physician should be free to exer- 
cise skill and judgment in the selection and com- 
bining of medicines to meet exactly the needs of 
the individual patient, the stage of acuteness or 
chronicity of pathological and disease processes, 
and the degree of altered physiology in the sick 
patient. A formulary of limited scope and stand- 
ardized preparations cannot contribute to this de- 
sirable practice, and would restrict the physician 
to substandard treatment. 


Uses of the “Epitome of the Pharmacopeia and 
National Formulary” 


The American Medical Association, under the 
direction of a committee of national authorities 
appointed by its Council on Pharmacy and Chem- 
istry, has issued since 1907 a manual titled “Epit- 
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ome of the Pharmacopeia and National Formu- 
lary.”?? It contains information of value espe- 
cially to physicians concerning some 1300 official 
drugs and preparations considered the most useful 
medicines in the Pharmacopeia and National 
Formulary. This pocket-sized manual prepared 
by experts under recognized official auspices is 
the best uniformly satisfactory formulary which 
could be adopted by any hospital. It is available 
at sixty cents per manual and all of the official 
drugs contained in it can be purchased at an eco- 
nomical figure. Uniform use of the “Epitome” 
by all hospitals as an official formulary would 
eliminate much existing confusion, needless du- 
plication of effort, and allow divergent “formu- 
lary” endeavors which now exist to be brought 
under proper centralized auspices. 


Only hospitals with ample financial resources 
and close medical school affiliations where phar- 
macological talent is available can prepare and 
maintain by their own efforts an adequate formu- 
lary for their own use. The majority of hospi- 
tals throughout the country, therefore, would find 
it extremely difficult to maintain a workable 
formulary. Indeed, such efforts seem hardly re- 
quired and constitute a needless duplication of 
activities in view of the splendid work carried out 
in the preparation of the Epitome by authorita- 
tive representatives of the medical, pharmaceu- 
tical, and allied professions. The attempts of 
many hospitals to promulgate their own formu- 
laries often lead to more internal administrative 
difficulties than are warranted by the ultimate re- 
sults. 


In our institution, the “Epitome” is attached 
securely by chain to the wall on every floor for 
the convenience and reference of the interns, resi- 
dents, and attending physicians. We advise that 
routine drug treatment should be guided by the 
official medicines listed. Proprietary drugs con- 
tained in “New and Non-official Remedies” and 
acceptable to the Council on Pharmacy and Chem- 
istry of the American Medicai Association also 
are recognized for use. It is undesirable, how- 
ever, to stock on the pharmacy shelves all brands 
of a particular drug acceptable to the Council. A 
needless excess of drug stocks thereby is avoided. 
One acceptable brand each of the various drugs 
listed in “New and Non-official Remedies” is suffi- 
cient. Of the medicinals maintained, it is prob- 
ably wise to distribute purchases equitably among 
the reputable drug houses. 


Survey of Pharmacy Stock Room 


A survey of the stock drugs kept in the phar- 
macy of a large voluntary hospital may reveal an 
average supply of five to eight thousand drugs and 
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preparations. Of this, 60 per cent may be United 
States Pharmacopeia drugs, 10 per cent National 
Formulary medicines, 25 per cent new drugs ac- 
ceptable to the Council on Pharmacy and Chem- 
istry of the American Medical Association, and 5 
per cent non-official proprietary drugs.* This lat- 
ter small percentage of drugs represents, perhaps, 
the advances in research on the therapeutic hori- 
zon; drugs being considered for acceptance by offi- 
cial investigating bodies of the medical and phar- 
macy professions. It is of interest to note that a 
survey conducted in 1931-32 by the United States 
Pharmacopeial Revision Committee," of ingredi- 
ents used in prescriptions by physicians generally 
throughout the country revealed that the drugs 
prescribed followed very closely this percentage 
distribution of the kind of drugs kept in stock sup- 
ply in a large voluntary hospital. A hospital phar- 
macy can well supply, from its stock of five to 
eight thousand, the 1500 varieties of official and 
acceptable proprietary drugs required by the phy- 
sician in his institutional practice of medicine. 


Mention should be made that in general, accep- 
table proprietary drugs are much more expensive 
than those of similar action listed in the “Epit- 
ome.” With the exception of vitamins, hormones, 
and new synthetic chemicals, the “Epitome” is 
able to provide, for the most part, satisfactory 
equivalent drugs at a much more economical figure 
than can be provided by the “New and Non-official 
Remedies.” In the out-patient department, where 
part pay and free services are rendered, the hos- 
pital may with justification insist that the official 
“Epitome” equivalent be prescribed in place of 
the more expensive acceptable proprietory prod- 
uct. The only exception to this rule at the present 
time are certain vitamins, hormones and synthetic 
chemicals which are unofficial but acceptable. 
These should be available for clinic use because 
of their therapeutic importance. 


Supplementing the “Epitome” as a _ hospital 
formulary, brands of new and non-official drugs 
kept available in stock should be compiled cur- 
rently in a list, together with their retail price, 
for the ready reference of the resident and attend- 
ing staff. Of these available proprietary drugs, 
those allowable to clinic patients as necessary 
therapy should be designated. In this manner, 
the greatest economy can be obtained in the use 
of drugs in the out-patient department while, at 
the same time, the maximum freedom is accorded 
the physician in his prescribing. 


Drug Expenditures in the Out-Patient 
Department 


Should drug expenditures for the out-patient 


*St. Luke’s Hospital Pharmacy Inventory, April 1941, Chi- 
cago, Illinois. 
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department be excessive, the sensible solution is 
to reduce the admissions to the clinic to the num- 
ber of patients that can be cared for adequately 
within the resources and limits of the hospital. 


This is preferable to attempting to care for a ~ 


larger number of patients improperly because 


the administration can aid in the solution 
of some of the drug and pharmacy prob- 
lems. But should the function of the com- 
mittee be permitted to exceed that of an 
advisory nature, and its authority allowed 
to become inexorable and unquestioned, it 


medicines prescribed cannot be supplied. 


Other important considerations are as follows: 


1 
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Prescriptions of patients treated in the out- 
patient department should be filled prompt- 
ly without long delay. 


Clinic patients should not be required to 
return on another day to obtain their pre- 
scribed medicines from the pharmacy. 


If out-patient departments operate at un- 
usual hours, such as nights, Sundays, and 
holidays, the pharmacy should be open at 
these times to provide adequate, well 
rounded service. 


The clinic patient should be given consid- 
erable reduction in price for his prescrip- 
tions. This concession is consistent with 
his indigent or near indigent status. 


It is appropriate and desirable that funds 
be obtained for the purpose of supplying 
drugs free to clinic patients when neces- 
sary. 


The pharmacist should adopt the policy of 
manufacturing all official and useful prod- 
ucts whenever possible as a matter of sav- 
ing to his department and the clinic patient 
who receives such drugs. 


As the great majority of day to day man- 
agement problems concern individual per- 
sonality problems, the “desire to be of 
service” and “to cooperate cheerfully with 
others” is of inestimable value in persons 
responsible for the drug service in the hos- 
pital or clinic. Though this may seem ob- 
vious, it is a fact very often forgotten. 


The pharmacist is frequently in a position 
to advise the physician as to non-proprie- 
tary substitutes of identical composition 
available in lieu of proprietary articles re- 
quested, whereby economy for the patient 
and institution may be had. Likewise, phy- 
sicians should acauire the habit of uni- 
formly prescribing drugs by their official 
pharmaceutical names, rather than under 
a proprietary alias which happens to be re- 
membered long after a drug has become 
official.** 


The creation of a pharmacy committee of 
the medical staff as an advisory body to 


might react to the patient’s detriment in 
matters where administrative discretion is 
disregarded. 


As the majority of these problems can be 
worked out through the executive policies of the 
hospital, the importance of general administra- 
tive measures is emphasized again as the impor- 
tant approach to the many problems of drug serv- 
ice in the out-patient department. Always to be 
borne in mind, however, is the main purpose for 
which hospitals and clinics were created: to ren- 
der adequate medical service to those in need of 
such professional care, of which drug service and 
the hospital clinic are important adjuncts in the 
scheme of operation. Only by hospitals conform- 
ing to these principles can the patient be assured 
of receiving the benefit of the latest advances in 
scientific medicine and therapeutics which would 
react most favorably to his rapid recovery. 
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Continuation Education for Hospital Staff 


FREDERICK T. HILL, M.D., D.Sc. 


studies are only completed when retirement or 

death ends his career. The general realiza- 
tion of the importance of an organized program 
of continuation education. in medicine is, how- 
ever, a comparatively recent development. And 
just as this continuation education is necessary 
for the medical profession, so is it necessary for 
the hospital, for the problems of medicine and 
the hospital are very similar. I shall try to point 
out its importance, both to the hospital and the 
staff, and to show the necessity of the hospital 
assuming, to a large degree, the responsibility for 
it, if it is to succeed. 


T seis is an old saying that a physician’s 


Keeping Abreast with Advancing Science 


Because medicine is a constantly changing, ad- 
vancing science, with new methods of diagnosis, 
new therapeutic procedures, new ideas of many 
disease conditions, constant study is required of 
a physician to enable him to practice modern 
scientific medicine. Our system of medical edu- 
cation concentrates everything upon the four 
medical school years and pays little or no atten- 
tion to the 30 or 40 tremendously important after- 
years when the physician is in active practice 
in this constantly changing, advancing profes- 
sion. The conscientious, progressive physician 
meets this deficiency by carrying on, independ- 
ently and on his.own initiative, a program which 
will keep him abreast of the newest developments 
and equip him to practice modern scientific medi- 
cine. This implies the consistent reading of 
contemporary medical literature, attendance at 
national and sectional meetings of scientific 
societies, visiting clinics and teaching centers and 
active participation in hospital staff meetings in 
which the work of the physician and his confreres 
is carefully analyzed and evaluated. In other 
words he carries on his own program of con- 
tinuation education. 


Unfortunately, all physicians do not have either 
the desire or the opportunity to follow such a 


—_ 
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course. Too many are satisfied to continue to 
practice with the limited knowledge and equip- 
ment they possessed upon graduation. Many 
physicians are carried along for about five years 
by the mental momentum of medical school or 
hospital internship, and then fall into a rut, a rut 
which may be constantly deepened by increasing 
ignorance with its accompanying smugness and 
complacency. They start out to practice modern 
medicine but soon lapse into a state of mental 
sluggishness. The necessity of making a living 
and the vicissitudes of practice may seem almost 
unsurmountable barriers to progress. The physi- 
cian may lack the. stimulus, the contacts of an 
environment conducive to study—few can work 
alone scientifically—yet the same person might 
be spurred to a continued mental activity by a 
properly stimulating environment. The impor- 
tance of a program of continuation education to 
combat and correct this situation has become 
generally realized. 


Surveys on Advanced Study in Maine 


During the past four years I have had the 
opportunity of studying this problem while serv- 
ing as chairman of the Committee on Graduate 
Education of the Maine Medical Association. As 
a result of surveys and questionnaires we have 
estimated that about 10 per cent of our physi- 
cians are satisfactorily carrying on their own. 
programs of continuation education, independ- 
ently, somewhat in the manner to which I have 
referred. I imagine this situation is not peculiar 
to Maine alone but would be.a fair average for 
the country as a whole. This low figure is quite 


_ appalling and should merit serious thought. 


Two findings of especial interest to hospitals 
were brought out in these surveys: 


1 The ten per cent, who were carrying on a 
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satisfactory program of continuation education, 
was made up, almost without exception, of men 
on the staffs of the more progressive hospitals 
with some form of teaching program. 


2 Seventy-three per cent of those answering 
our questionnaire indicated that they attended 
some hospital staff meeting rather regularly. 
Many of these had no connection with the hos- 
pital or were on the courtesy staff but, neverthe- 
less, they attended, even if they lived a consider- 
able distance away. 


Place of the Hospital in a Program of 
Continuation Education 


These observations, I believe are significant. 
If the men who are already pursuing a satisfac- 
tory educational course are on the staffs of hos- 
pitals with teaching programs and if, to put it 
conservatively, at least a majority of our physi- 
cians attend some hospital staff meeting then it 
would seem logical to expect‘to develop the most 
effective and far-reaching program of continua- 
tion education through the medium of the hos- 
pital and its staff meeting. 


Furthermore, this has the advantage of de- 
centralization, of spreading out, so as to reach 
the greatest number. Continuation education 
should not be confined to a relatively few teach- 
ing centers. The community hospital must be- 
come, in effect, a teaching hospital. Size or 
number of patients need not be a deterring fac- 
tor. There is plenty of teaching material in any 
hospital if it is only recognized and use made 
of it. 


Such a plan allows for a more constant pro- 
gram than any sporadic series of postgraduate 
courses, more in keeping with its designation of 
continuation education. The refresher course has 
great value as a stimulant but its effectiveness 
may wear off in a variable time. It cannot begin 
to compare in value with a constantly partici- 
pated in program of self-education, calculated to 
encourage individual thinking. The careful 
analysis of cases in the staff meeting, together 
with the daily discussion of cases with one’s 
confreres in the hospital constitutes one of the 
best forms of postgraduate study. 


Suggested Program for the Hospital 


If continuation education is to be centered in 
the hospital a very definite constructive program 
must be provided. To repeat, the hospital must 
become a teaching hospital, maintaining a real 
educational program for its staff. Too many in- 
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stitutions have neglected this responsibility and 
seem satisfied to continue in the business of rent- 
ing beds and rooms with little real attempt to 
improve the character of the medical service 
therein. 


Briefly, the objective is to develop a reading 
staff, an attending staff, a thinking staff. This 
means a group of progressive physicians who 
consistently read the medical literature pertain- 
ing to their field of work, who attend the meet- 
ings of the national and sectional scientific 
societies, and who frankly and honestly analyze 
and evaluate their own clinical work. 


Hospital Library 


A hospital library is a great help in develop- 
ing a well-read staff, but the number of available 
volumes is not as important as is the use to 
which they are put. A few good books for ref- 
erence may be all the hospital can afford. Having 
readily available a number of the leading medical 


~ periodicals, for perusal at leisure moments, is an 


effective way of encouraging better reading 
habits. 


Membership in Medical Societies 


Membership in the different national medical 
societies and attendance at their meetings should 
be recognized and encouraged. Membership in a 
medical society of repute is a great medical char- 
acter-builder for the physician and adds prestige 
to the hospital. Participation in its meetings 
constitutes one of the best forms of continuation 
education. Reports of these meetings brought 
back to the staff will provide valuable and stimu- 
lating material for discussion. 


Staff Meetings 


The keynote of the whole program is, of course, 
the staff meeting. This must be definitely teach- 
ing in character. Too often a good dinner, fol- 
lowed by random futile discussion, masquerades 
in the guise of a staff meeting. Case studies, 
selected from the hospital material, should form 
the basis of the program. In addition clinico- 
pathological presentations, panel discussions on. 
pertinent subjects, and guest speakers may be 
employed to round out the program. 


For some years at the Thayer Hospital we 
have been endeavoring to carry on such a pro- 
gram in a necessarily modest way. Meetings 
are held weekly unless omitted because of conflict 
with county or state meetings. In the course 
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of a year a fairly comprehensive program has 
been presented. In addition to panel discussions 
and clinico-pathological presentations we have a 
number of guest speakers, all recognized authori- 
ties in their subjects, during the year. 


The basis of the program, and the greatest 
value, is in the clinical case studies. Fully two- 
thirds of the time is devoted to these. Lectures 
are stimulating, bring in new thoughts, and do 
a great deal to keep up interest, but the best 
teaching value is found in self-teaching by criti- 
cal and honest analysis. The easier and lazier 
way is to be taught, accepting everything pre- 
sented with an open mind, but real progress is 
made by thinking for one’s self. Heywood Broun, 
speaking of the mind that accepts rather than 
questions, once said, “The mind which has been 
left open too long becomes draughty and in the 
end is nothing but a rumbling cavern of winds.” 
I do not mean to decry the didactic lecture or 
the formal postgraduate course. They serve a 
very important function but continuation educa- 
tion, whenever possible, should be largely self- 
education; active, rather than passive. The teach- 
ing value of the staff program can be greatly 
increased by the use of the staff audit, as advo- 
cated by Dr. T. R. Ponton, by which all cases 
are reviewed, studied as to risk and result at- 
tained, and errors of diagnosis, judgment, treat- 
ment or technique noted. While not primarily 
intended for program use we have found the 
material developed therein of inestimable value 
in calling attention. to our weaknesses and trying 
to correct them. We learn most from our own 
errors, provided we recognize them. 


Postgraduate Study 


This plan suggests a more efficient use of post- 
graduate study, whether in the nature of formal 
courses, or visiting and observing in other clinics. 
The staff audit should show the limitations of the 
hospital and bring out the weak points of the 
staff. The results of certain members, in certain 
procedures, may not be up to standard. Perhaps 
Dr. A. is having poor luck with carcinoma of the 
colon, or Dr. B.’s results in gall bladder surgery 
are poor. It becomes imperative that these men 
improve their technique and certain specific 
courses of study then become indicated. This 
Seems the more logical use of the formal post- 
graduate course, than, the haphazard taking of 
any course which is easily available. 


A staff which is up in the literature and repre- 
Sented at meetings keeps informed of new and 
worth-while developments. From time to time, 
this may suggest the advisability of a staff mem- 
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ber visiting some clinic—to observe certain work 
or to acquire skill in a certain procedure. 


Value to Hospital and Staff 


The efficiency of the hospital depends first of 
all upon its standard of medical service. This is 
far more important than marble halls or elabo- 
rate equipment. An interested, progressive, co- 
operative staff, imbued with the pride of achieve- 
ment and the desire for improvement, is about 
the best asset a hospital can have. As a result 
the standard of clinical work is high and this, in 
turn, is reflected in improved standards in the 
community. 


Its value to the physician should be so appar- 
ent as to make any argument unnecessary. Un- 
fortunately, however, if the inauguration and 
successful carrying out of such a program de- 
pends upon the initiative of the medical staff, 
only in very rare instances will it be accom- 
plished. In fact, the willingness with which such 
a program is accepted, as a new venture, by 
the individual physician, may depend upon how 
young the physician is when caught. “Old dogs 
hate new tricks.” But once made a part of hos- 
pital routine, it is accepted; at first, as perhaps a 
necessary evil, but gradually, as its results be- 
come apparent, it gathers support and is soon 
considered as very much worth while. But, human 
nature being as it is, hospital authority must be 
exercised to keep this plan in being and the hos- 
pital must assume the responsibility for it. 


Summary 


The necessity for continuation education in 
medicine is generally acknowledged. We believe 
that the most effective and far-reaching program 
can be developed by centering it in the com- 
munity hospital, provided the community hospital 
becomes a teaching hospital. This teaching hos- 
pital does not depend upon size or number of 
patients. Physical equipment, while important, 
is secondary to mental equipment. It does re- 
quire a reading, thinking, interested staff, who 
recognize their own limitations and do not ex- 
ceed them, and who endeavor to correct their 
weaknesses by postgraduate study, intelligently 
selected and intensively carried out. It does re- 
quire a real teaching program based primarily 
upon the clinical work of the institution, through 
the medium of the staff meeting. Such a pro- 
gram is bound to be of great value to the hos- 
pital, and to the physicians, and to be reflected 
in improved standards of practice in the com- 
munity. The hospital must assume the responsi- 
bility for this, if it is to succeed. This is a duty, 
second only to caring for the sick, which is 
incumbent upon the hospital. 











Social Service Department 


FRANCES M. MONEY 


ties to promote good public relations, through 
various types of contacts which are natural 
to the kind of work it is required to do. 


We understand from Alden B. Mills that good 
public relations means— 


Tic social service department has opportuni- 


“contacts which contribute to the develop- 
ment of mutual understanding, good will and 
respect between an institution (or business) 
and the public.’ 


Medical social work is sometimes referred to as 
a bridge between the hospital and the community, 
because many patients require social study and 
treatment in relation to their medical program. 
A statement of the functions of medical social 
work which has been accepted by both the Ameri- 
can Association of Medical Social Workers and the 
American College of Surgeons states that— 


“Medical social case work involves the 
study of the individual patient’s social situa- 
tion, interests and needs in relation to his 
illness, and the medical social treatment of 
the patient in collaboration with him and his 
physician, when these social needs and inter- 
ests affect the physical and mental health of 
the patient. 


“Certain services which might be consid- 
ered largely administrative may properly be 
considered forms of medical social work in 
those instances where there is the study of 
the individual patient and his problem, and 
when the need for more comprehensive med- 
ical social case treatment in individual in- 
stances is recognized and secured for the pa- 
tient. 


“Such instances may be found, for exam- 
ple, in the social admission of patients to the 
hospital or out-patient department; the social 
review of all patients in a given area, such as 
a ward, a clinic or a diagnostic group; and 
certain types of follow-up.’” 


Promoting Good Public Relations Through 
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This individualized care of the patient brings 
the medical social worker into close relationship 
with a number of hospital departments and with 
official and non-official persons in the community 
who constitute the hospital’s public. Let us ob- 
serve these points of contact for the purpose of 
learning what opportunities are presented by 
them to promote good public relations. 


The nature of the hospital, and the community 
in which it is located, effect the kind and variety 
of contacts which are accessible. For instance, a 
social service department in a maternity hospital 
or a tuberculosis sanatorium will be limited to cer- 
tain diagnostic groups and to the institutions and 
agencies established to care for the medical and 
social needs in relation to these medical special- 
ties. But most social service departments are 
found in large general hospitals, so it is this type 
of institution we shall examine for intramural and 
extramural relationships. 


Points of Contact Within the Hospital 


In every situation where the social worker fig- 
ures there is a patient and a physician. The pa- 
tient is the object about which all our contacts 
revolve, but to be logical we will not at this time 
consider the values in this relationship. It is the 
physician and his regard for the social needs of 
the patient which interests us. 


It has recently been said, in a report of the par- 
ticipation of medical social workers in the teach- 
ing of medical students, that 


“The physician needs to know his patient 
as a person, but the conditions of modern in- 
stitutional practice makes this difficult. As 
they confront the patient in ward or out-pa- 
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tient department, the physician and medical 
student see him in an artificial setting, iso- 
lated from the normal background of his 
home and customary social relationships. Only 
a fraction of the patient’s social environment 
ordinarily penetrates into the hospital, as 
when relatives come to visit. Since personal- 
ity develops through social interaction it is 
important in many cases to understand a per- 
son’s social relationships, beginning with the 
widest cultural influences and customs and 
coming down to the intimate details of family 
life. What standards and goals influence the 
patient’s behavior? How does he get along 
with the people around him? If he lives ina 
family group, what role does he play init? If 
he does not live in a family, has he found sub- 
stitute satisfactions? How has he solved 
those important problems which life presents 
to everyone, such as growing up, assuming 
social responsibilities, seeking and finding af- 
fection, recreation and occupation? These are 
the sorts of questions which must frequently 
be asked and answered in order to under- 
stand the patient, and since it is particularly 
the social worker’s responsibility to study the 
social environment, they fall directly within 
her area.”” . 


The assistance which the social worker will later 
be able to give to any one of these patients, for 
example the cardiac in relation to his first recom- 
mendation for bed rest, with gradual resumption 
of activity, followed by occupational retraining; 
the financial care of his family in the meantime, 
taking into account the patient’s emotional needs 
in relation to all this, is an illustration of medical 
social treatment. 


The social worker’s day is made up chiefly of 
this type of individualized service which obviously 
requires close and constant participation with the 
doctor. Through this repeated experience the 
physician becomes aware of not only the social 
factors which affect individual patients, but re- 
garding social resources contributing to the care 
of patients and the attitudes and obligations of 
the many persons concerned with the problem of 
illness, all of which help to make up the hospital’s 
public. 


Social administration, which embraces individ- 
ualized service for all patients within a given 
group in relation to such aspects of the patient’s 
care as contain social factors, offers opportunity 
to promote good public relations with the hospital 
administration itself, because these services bring 
the administration in direct contact with social 
factors in the community. First in this group of 
social services is admission work. Here the social 
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factors affecting the patient’s ability to pay fees 
are considered by the social worker and by her 
are interpreted to the admission department or 
administration, together with recommendations as 
to time payments and identification of persons in 
the family group, or the social agency responsible 
for the bill. A by-product of this practice is an 
increased awareness on the part of the hospital 
administration regarding social conditions in the 
community affecting hospital rates and clinic and 
hospital attendance. 


A second type of social administration is the 
facilitation of discharge arrangements of ward 
patients. This is appropriate as a case work off- 
spring because it provides the patient with better 
care upon departure than would be possible other- 
wise. Incidentally it is appreciated by the hospital 
administration because it not only makes for a 
more rapid turn over of beds, it precludes com- 
plaints that patients are discharged before ade- 
quate plans are made for them. 


Medical follow-up and clinic administration, 
while they make for intramural efficiency and help 
the patient along his treatment path, offer fewer 
opportunities to promote public relations because 
the social care is spread too thin over the number 
of patients served, and there are fewer contacts 
outside the hospital than are necessary in some 
other types of social administration. 


The case work process as practiced by the social 
worker enables ward and clinic nurses to under- 
stand the social aspects of the patient’s care more 
fully because there are often instances in which 
the social worker feels it desirable to share the 
information and the medical social plans with the 
nurse, so that the nurse will understand the pa- 
tient better as a person. Especially in the dis- 
charge arrangements of ward patients is this de- 
sirable, because the nurse’s responsibilities em- 
brace a certain range of educational activities 
with the patient at this time, and it is conse- 
quently necessary that there be a sharing of in- 
formation and unity of effort. 


Not all of the intake in the social service de- 
partment results from referrals by staff doctors 
who wish case work service for their patients, or 
through contacts in the area of social administra- 
tion. A large number come upon the referral of 
social agencies in the fields of public and private 
social welfare, who may be responsible for the 
social care of the patient in-his home community 
and who expect to pay the hospital bill. They 
have social information which they want evalu- 
ated by the doctors because the composite med- 
ical and social study will affect their program for 
the patient, and they ask concrete questions on 
an extensive basis, which must be answered at as 
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early a date as the staff is in a position to give the 
desired information. The social service depart- 
ment is the intermediary for this two way inter- 
pretation and often participates with the refer- 
ring agency in the care of the patient. Further 
consideration of the factors involved leads to the 
second main subject of this paper—points of con- 
tact outside the hospital. 


Points of Contact Outside the Hospital 


Large general hospitals treat patients who have 
a great age range and variety of diagnoses. More- 
over, they are usually located in cities of fair size 
which have a goodly number of health and. wel- 
fare agencies, though they may treat patients 
from beyond this area where organized commu- 
nity facilities are limited. This means that inci- 
dental to the treatment of the younger patients 
there will be many contacts with parents, rela- 
tives, schools, child welfare agencies, both public 
and private, educational and vocational programs 
for the handicapped and in addition family wel- 
fare and public assistance agencies as may be nec- 
essary to assist the parents. There may also be 


the public health nursing agency, the state board. 


of health, and certain institutions for child care. 


For adult patients there will be many of these 
same agencies which represent family service plus 
all those in relation to the needs of various diag- 
nostic groups served by the hospital, such as ma- 
ternity and infant homes in relation to obstetrical 
patients; tuberculosis sanatoria, preventeria and 
sheltered work shops for the tuberculous; and 
chronic hospitals, private homes for the aged, and 
public bureaus for old age assistance in relation 
to the diseases of senescence. 


Concerning every patient there is the need that 
his program be interpreted to those social agen- 
cies participating in his case. This offers an op- 
portunity for the hospital and its place in the 
community to be better understood. But there is 
a more diffuse public than that which is reached 
through the social and health agencies with which 
the hospital works. This consists in part of such 
groups as women’s clubs, church organizations, 
and fraternal orders. These groups are usually 
large in membership, very articulate, and repre- 
sent a great variety of interests. One has only to 
consult the handbook of the Junior League as to 
the services this organization performs for hos- 
pitals to realize that here is a fruitful opportunity 
to further good public relations through utilizing 
spokesmen off the hospital staff who can be con- 
vincing to an influential segment of the public who 
might otherwise remain unreached. 


Methods of Interpretation 


We have seen that doctors, nurses, and the hos- 
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pital administration may become increasing! 
aware of social factors in the environment affec:- 
ing the physical and mental health of the patien’, 
and of community facilities for treatment through 
the simple process of the day’s work. Perhaps 
this is enough to say about the social service de- 
partment’s role in promoting good public relations 
within the hospital. 


_Turning to the hospital’s public, which is com- 
prised of everyone who is a recipient of hospital 
care or who may be influenced in his thinking 
about the hospital, we have first the patient. The 
social worker enables the hospital to understand 
him better and we trust consequently render a 
somewhat more individualized program for him. 
She also promotes a better understanding of the 
hospital through her own contact with the pa- 
tient and so contributes to the patient’s apprecia- 
tion of the hospital. 


For all other groups than the patient, other 
methods than direct service and demonstration are 
used, though these same principles hold as a back- 
ground of information regarding standards of care 
given. 


The social and health agencies profit by a clear 
understanding of policies and practices concerning 
the hospital. Group meetings from time to time 
promote good will and sound information. Before 
such meetings are held, the content of material 
presented by the social service department should 
be approved by the hospital superintendent be- 
cause it will invariably contain pertinent informa- 
tion about the hospital as a whole, as well as con- 
stitute the working agreements between the social 
agency in the hospital and the one outside. 


Those groups participating in the social care 
and medical expense of some of their members, 
such as churches and fraternal orders, sometimes 
want a talk given to their members, and ask the 
medical social worker to do this, because of the 
working relationships they have with her. 


When the social service department is invited 
to enable a large group of this sort to learn more 
about the hospital, it should consider with the hos- 
pital superintendent who should be the spokes- 
man. Again, it is the hospital as a whole that the 
group usually wants to know about. 


Philanthropic groups made up of other influen- 
tial members in the community want to do some- 
thing for the hospital first hand. They want to 
come in and work. The volunteer services of 
women’s clubs, if carefully chosen to result in 
achievement without hazards, offers excellent op- 
portunity to interpret the hospital. to influential 
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persons who will take pride in the interpretation 
they are able to give. It is well to spread the 
services undertaken over pediatric and adult pa- 
tients and as many diagnostic groups as feasible, 
so that the resulting points of contact in the com- 
munity will have as broad a base as possible. 
Other volunteer groups work directly for the hos- 
pital, but function outside it. They may become 
interested in purchasing equipment ranging from 
flower vases to respirators. They raise the money 
by giving dances, card parties and other programs 
in which large numbers patronize the “‘good cause”’ 
for which the funds are being raised, and so the 
hospital multiplies its friends and its informed 
public. 


Publicity through news reports and radio pro- 





grams is sometimes effective, but should be ap- 
proved by the superintendent, as should all reports 
before publication, so that there is administrative 
approval of what is given to the public, and con- 
tinuity of interpretation in relation to other de- 
partments of the hospital, and what they may 
wish to present. 
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Second Hospital Trustees’ Conference 


The second hospital trustees’ conference will be 
held at Judson Court, University of Chicago, June 
12-14. Following is the program for this confer- 
ence, which is sponsored by the University of 
Chicago and the W. K. Kellogg Foundation of 
Battle Creek, Michigan: 


PROGRAM 


Thursday, June 12 
Morning Session 
Arthur C. Bachmeyer, M.D., Director, University 
of Chicago Clinics, Presiding 
9:15 Introduction 
Arthur C. Bachmeyer, M.D. 
9:30-11:20 Role of the Trustee and Administra- 
tor in the Modern Hospital 
James A. Hamilton, Director, New Haven 
Hospital, New Haven, Connecticut 
Alternate: W. R. Rankin, M.D., Director 
of Hospital Section, Duke Endowment, 
Charlotte, North Carolina 
10:30-11:20 Hospital Organization and Manage- 
ment 
Ada Belle McCleery, Trustee, Deln’or 
Hospital, St. Charles, Illinois, Super- 
intendent (Retired), Evanston Hos- 
pital, Evanston, Illinois 
11:30-12:15 Group Discussion 
Luncheon 
Preparedness as It Affects the Small 
Hospital 
James A. Hamilton, Director, New Haven 
Hospital, New Haven, Connecticut 
Alternate: Claude W. Munger, M.D., Di- 
rector, St. Luke’s Hospital, New York 


City 
Afternoon Session 
:00 Busses Depart for Field Trips 
130 Field Trip Through Henrotin Hos- 
pital 
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4:00 Field Trip Through Chicago Memo- 
rial Hospital 
(Divide group into two sections and use 
each hospital continuously) 


Friday, June 13 


Morning Session 
Gerhard Hartman, Assistant Professor, School of 
Business, University of Chicago, Presiding 
9:00- 9:50 Legal Aspect of Hospital Trustee- 
ship 
W. H. Spencer, Dean, School of Business, 
University of Chicago 
10:00-10:50 Financing Hospital Care 
C. Rufus Rorem, Director, Commission 
on Hospital Service, American Hos- 
pital Association, Chicago 
11:00-12:00 Group Discussion 
Luncheon 
Trends in Hospital Service and So- 
cial Legislation 
W. S. Rankin, M.D., Director of Hospital 
Section, Duke Endowment, Charlotte, 
North Carolina 
Afternoon Session 
Round Table and Special Conference 
' Saturday, June 14 
Morning Session 
Graham L. Davis, Hospital Consultant, Kellogg 
Foundation, Battle Creek, Presiding 
9:00- 9:50 Medical Staff Organization and Re- 
lationships 
Malcolm T. MacEachern, M.D., Associate 
Director, American College of Sur- 
geons, Chicago 
10:00-10:50 Hospital Personnel Policies and Re- 
lationships 
Arthur C. Bachmeyer, M.D., Director, 
University of Chicago Clinics 
11:00-12:00 Closing Round Table 
Adjournment 

















Price Trend of Hospital Commodities 


McGill Commodity Service, Inc., Auburndale, Massachusetts 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


nomic principles proceeds on the premise that 

the law of supply and demand, uncontrolled 
competition, and unrestrained profit margins are 
desirable during peace times, but are not practical 
in times of warfare. Obviously, just as in the 
case of World War I, aggregate demand today 
exceeds the ability to produce. The need of the 
hour is greater production of materials for de- 
fense purposes. Hence, the first step involves 
the principle of priorities. Non-essential indus- 
tries are automatically given secondary consid- 
eration. Skilled labor is rapidly being drawn from 
the non-essential group to the essential industries. 
The second objective is to avoid price inflation. 
Briefly, the plan which has been officially endorsed 
and will substitute for natural economic laws in- 
volves the following: (1) widespread priorities 
for major industries, (2) control of commodity 
prices, (3) heavy taxation, (4) more or less com- 
pulsory methods which will attract the savings 
of the public, (5) the curbing of installment buy- 
ing, and (6) a cooperative plan to increase pro- 
duction. 


To predominating school of -thought on eco- 


It stands to reason that these methods will 
have a profound effect upon business conditions, 
profits, and commodity prices. There are many 
who assume that price fixing will be one of the 
first phases on which the Price Stabilization Bu- 
reau of the OPM will take action. This is not 
the case. It is realized full well in Washington 
that any blanket price ceiling for virtually all 
basic commodities would inevitably cause serious 
repercussions. Therefore, every effort will be 
made to maintain a sound correlation in economic 
trends through the medium of persuasion and 
education rather than out-and-out coercion. While 
patriotism carries great weight in a national 
emergency, yet human nature cannot be changed, 
and the only reason why individuals enter an in- 
dustrial enterprise is for profit. Therefore, rea- 
sonable profit margins must be permitted, par- 
ticularly now that the stage is set for rapidly 
mounting taxation. 


Then, too, another reason why near-term action 
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for clamping down on price ceilings will be de- 
ferred is that, fundamentally and comparatively, 
commodity prices today are not high. The Bu- 
reau of Labor Index of All Commodities stands 
at 83.2, which represents an increase of only 19 
per cent over the 1913 level. Only a few years 
ago the Administration experimented with ways 
and means to force commodity prices back to the 
1926 level. Even though prices have advanced 
quite sharply over a period of months, nearly 7 
per cent since the turn of this year, the fact re- 
mains that the price level is now about 17 per cent 
under the base year 1926. The position of farm 
products is even more outstanding. During the 
depression the index number dropped to 40.9 as 
compared with 71.5 in 1913, and the latest figure 
is 74.4, which represents an upswing of 82 per 
cent. As compared with 19138, the price level 
shows an advance which measures but 4 per cent. 
In early May the price of Farm Products stood 25 
per cent under the base year 1926. Commodity 
prices have not gone haywire and are still rela- 
tively low. 


The way matters now stand, the big question 
mark involves the ability to obtain materials in 
volume when needed. Government expenditures 
for national defense have yet to reach a peak. 
Car loadings, which have recently held close to 
the 750,000 mark, will reach and exceed the 
1,000,000 mark weekly by the third quarter of 
the year, which is the period of maximum seasonal 
activity. The shortage of cargo space is well 
known, but the danger of a shortage of rolling 
stock has not been adequately discounted. This 
means that there is more to the commodity situ- 
ation than the element of price. We, therefore, 
emphasize the advisability of protecting consum- 
ing needs of basic raw materials on a maximum 
basis at the same time working in cooperation 
with government agencies whose main objective is 
to maintain adequate supplies for all industries 
so far as is humanly possible. 


All Commodities 


The price outlook should be viewed from two 
specific angles for the near-term months: First, 
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the industrial groups will continue to be featured 
by diminishing stocks of basic raw materials, 
delays in delivery, and a rising price trend. There- 
fore, make every effort to protect consuming re- 
quirements. Second, the agricultural group, 
which has moved upward with marked rapidity in 
recent months, is in more of a precarious position. 
We make this statement for several reasons. Sup- 
plies of foods and feedstuffs are above average; 
a new producing season is directly ahead; growing 
conditions to date are favorable; minimum prices 
have been established on hogs and dairy products, 
and a special effort is being made to increase sup- 
plies of farm products. This phase is well illus- 
trated by noting that the plan involving compul- 
sory corn marketings next fall has been aban- 
doned. The Government will accumulate large 
stocks of foodstuffs to be held in reserve for Great 
Britain or for release to the United States mar- 
kets in the event of unwarranted price advances. 


Abundant supplies are necessary as an ace in 
the hole against unforeseen demands or crop fail- 
ures. Large reserves of foodstuffs are also an 
important force which works against inflationary 
trends. However, supplies cannot move into ex- 
port channels over night, and considering the 
price strength of recent months and the fact that 
new large crops will soon be available, it is likely 
that the price index of farm products will be 
under some pressure along seasonal lines during 
the late spring and early summer period. 


Drugs and Chemicals 


The price trend moved moderately downward 
during the past month as lower prices for bismuth 
subnitrate and subcarbonate offset the price 
mark-up in alcohol as well as iodine. The quick- 
silver situation has eased materially as the broad 
increase in domestic production has established 
this country on a self-sustaining basis. As a mat- 





ter of fact, the United States is now exporting 
considerable quicksilver to Britain. It is of in- 
terest to note that the current price in London is 
below the Cartel quotation. Prices appear high 
enough to discount much of the bullish influence. 


Paper Products 


The price trend has strengthened, which is the 
beginning of a general movement. Production of 
paper in general is holding close to 100 per cent 
of capacity. Reflecting unprecedented business 
activity, the stage is set for a record-breaking 
volume of demand throughout the balance of the 
year. Latest data show that stocks of finished 
paper at the mills have diminished. It is well to 
remember that the price list of paper has not 
chronicled an increase commensurate with the ad- 
vance in the various grades of pulp since the out- 
break of warfare. Due to slowly increasing pro- 
ducing costs and, in many cases, fairly limited 
profit margins, the stage is now set for a series of 
price mark-ups for finished papers in general. 


Cotton Goods 


The high spot in the cotton situation is the fact 
that the House and Senate are in favor of raising 
the parity rate to 85 cents. The parity price 
during the middle of last month was 16 cents a 
pound; therefore, the minimum rate as prescribed 
by current legislation would not be less than 13 
cents. This is a sharp contrast with the aver- 
age loan last year of 9.3 cents. There is every 
assurance of large supplies, particularly when it 
is realized that exports have chronicled a decline 
of 85 per cent as compared with year-earlier fig- 
ures. Meanwhile, prices for cotton yarns and fin- 
ished goods have worked steadily higher. Because 
of the relatively wide profit margins at the pres- 
ent time, there is an incentive to increase the vol- 
ume of new production. There is still considerable 
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capacity available. Demand from government and 
civilian sources will continue at relatively high 
levels for many months to come. This means a 
continuation of a firmly maintained price struc- 
ture. 


Fuels 


Higher labor costs in the bituminous industry 
will result in a definite price advance to consum- 
ers. Production must increase rapidly and hold 
at high levels during the near-term months in 
order to avoid the critical shortage. There is a 
growing prospect that there will be some delay in 
deliveries by the fall period. Coastwise shipping 
has been seriously affected by the unusual de- 
mands of the defense program. An actual short- 
age of freight cars during the early fall when ag- 
ricultural crops are moving into consuming chan- 
nels also should be considered. A protective pur- 
chasing program is strongly advocated. As 
regards fuel oil, price advances have characterized 
both the industrial and heating oil markets during 
the past month. The principal factor responsible 
for the recent advances is the action of the United 
States Maritime Commission in requisitioning 50 
oil tankers for service under provisions of the 
lend-lease act. This places a tremendous strain 
on the industry in maintaining deliveries of nor- 
mal supply. Equally important, the statistical 
position of crude oil and its derivatives has im- 
proved in a material manner. Further price 
strength is strongly indicated, and hence, a policy 
of protecting next season’s needs is_ basically 
sound. Incidentally, plan on higher prices for gas- 
oline. 


Groceries 


The price advance in recent months has gained 
outstanding momentum. The upswing is not due 
to a selected group but rather is general in char- 
acter. This is perhaps best illustrated by noting 
the sharply higher price levels for beans, cocoa, 
coffee, corn oil, cottonseed oil, sugar, flour, lard, 
and rice. No basic change has taken place in the 
statistical position as large stocks exist and a new 
producing season is directly ahead. All indica- 
tions point to another year of relatively heavy 
crops. However, the Government is interested in 
the speeding up of production, and is sponsoring 
minimum prices and higher loan valuations. 
There is still quite a spread between the price 
level of industrial and agricultural commodities. 
However, it is difficult to lose sight of the fact that 
the time factor is important in shipping large 
quantities of foodstuffs out of this country, and 
there can be no escape from fairly burdensome 
supplies. Incidentally, the price level of meats is 
holding on a firm basis, and even though supplies 
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increase, the volume will be readily absorbed as 
a result of record-breaking employment and pur- 
chasing power. 


Dairy Products 


A basic change is taking place in the dairy prod- 
ucts market as a direct result of Government ac- 
tion. Federal support is the dominating factor. 
When all factors are taken into consideration, 
there are grounds for assuming that the recent 
price strength appears a bit rapid to be econom- 
ically healthy. Fundamentally, the number of 
milk cows on the farms appears above average. 
Pasturage conditions are good. Milk and butter 
production is holding at record levels, and re- 
cently the amount of butter entering storage has 
exceeded normal proportions. These forces, which 
are largely seasonal in character, are bound to 
exert pressure from time to time on the price 
structure. It is advisable to accumulate reserves 
on breaks closer to the 31-cent level, which is the 
established minimum price. Stocks of cheese are 
above average, but here again Government sup- 
port carries outstanding weight. Large quanti- 
ties will be purchased for shipment to Britain. 
Considerably higher prices are indicated next fall 
and winter. The Government is also pledged to 
support the egg market at 22 cents a dozen mini- 
mum. This will prevent the price structure from 
registering any seasonal nose-dive. Production 
has recently held close to 7 per cent above the 
previous five-year average. The general plan is 
to export large quantities to England in frozen 
or dried form. There is an obvious incentive to 
speed up production, which may tend to minimize 
the magnitude of the seasonal price rise six to 
eight months hence. 


Miscellaneous 


The potato market is under pressure and there 
is little prospect of any basic improvement dur- 
ing the near-term period. New crop potatoes will 
soon be available in volume. Meanwhile, stocks 


of old potatoes are relatively heavy. It is impor-- 


tant to note that the price index of canned vege- 
tables and fruits has strengthened, and we pre- 
dict higher price levels, particularly from a long- 
range standpoint. Canned foods will be in active 
demand domestically, and large quantities will be 
sent abroad at the earliest opportunity. 


In summary, agricultural commodities are des- 
tined to register some price irregularity reflect- 
ing seasonal characteristics. There is no prospect 
of any important price decline, and remember, 
looking ahead, higher prices for commodities in 
general, both industrial and agricultural, are more 
or less inevitable. 
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Bellevue Hospital Catastrophe Unit 


WILLIAM F. JACOBS, M.D.; BERNARD B. NADELL, M.D.; SALVATORE R. CUTOLO, M.D. 


York City, with authorized jurisdiction over 

New York, Brooklyn, Newtown, Flushing, 
Jamaica and all of Richmond and Westchester 
Counties, was organized in 1866. 


Tx Metropolitan Board of Health of New 


Dr. Edward B. Dalton, a former Army Surgeon 
of the Army of the Potomac, was appointed by 
this Board to the position of sanitary superin- 
tendent shortly after its organization. He con- 
ceived the idea of putting into effect, under peace- 
time conditions, the practical principles obtaining 
in a field hospital relating to the transportation of 
sick and wounded soldiers. 


Dr. Dalton ultimately submitted his proposal 
for the development of a hospital ambulance serv- 
ice to the Commissioners of the Board of Charities 
and Correction, that branch of the city govern- 
ment having supervision over municipal hospitals 
at that time. Dr. Dalton’s plan had favorable con- 
sideration by this Board and on June 30, 1869, 
the Medical Board of Bellevue Hospital held the 
first examination for ambulance surgeons and the 
first hospital ambulance service of the world had 
its inception in Bellevue Hospital on July 1, 1869. 


Throughout the subsequent years there has 
been no interruption of this service despite the 
fact that almost each year there has been a ma- 
terial increase in the number of ambulance calls 
answered by Bellevue. During the year 1940, 
Bellevue responded to 28,667 ambulance calls. 


The outbreak of war in Europe in 1939 was 
quickly followed by bombing, mass-conflagration, 
sabotage of divers forms, explosions of known 
and unknown causes, as well as the usual calami- 
ties following in the wake of war and devastation 
in the stricken areas. This condition served to 
place an additional responsibility upon all hospi- 
tals located in or adjacent to the affected zones; 
and once again served to indicate the important 
role that hospitals can and do play in the life of 
any community. 


The potentialities of comparable catastrophes 
elsewhere brought to clear-thinking individuals 


June, 1941 






The Authors 
@ Dr. William F. Jacobs is Medical Super- 
intendent and Dr. Bernard B. Nadell and 
Dr. Salvatore R. Cutolo are Deputy Medical 
Superintendents of Bellevue Hospital, New 


York City 








an emergency-consciousness. The need for emer- 
gency or catastrophe units to supplant hospital 
ambulance service and to make available at the 
scene of disaster, in the shortest time possible, 
competent first-aid to a large number of injured 
persons became a topic of wide discussion and 
acute interest throughout this country. It be- 
came evident that in the general program of pre- 
paredness of this country such units should be de- 
veloped at once. 


Soon after European hostilities began, the exi- 
gencies of a special emergency service became 
evident to Dr. S. S. Goldwater, then Commissioner 
of the Department of Hospitals, of the City of 
New York; and a study of this problem was made 
by Dr. Edward M. Bernecker, General Medical 
Superintendent of the Department of Hospitals. 
This study revealed the fact that a catastrophe 
unit should be developed in this city at once and 
that Bellevue Hospital was the logical institution 
to institute such a service. 


In accordance with this determination, the 
authors of this article began the task of organiz- 
ing such a service. The final development pre- 
sented a motorized unit to transport equipment 
and supplies of the proportions of a first-aid sta- 
tion and an adequate number of. specially-trained 
physicians and nurses, ready to respond any time, 
day or night, to the site of a major calamity or 
catastrophe, resulting from any cause, which 
might present in New York City, within a few 
minutes subsequent to such an occurrence. 


It appears to be fitting that the first hospital in 
the world to establish a hospital ambulance serv- 
ice should also be the first in the world to develop 
a catastrophe unit. The Bellevue Hospital catas- 
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trophe unit service was inaugurated on Septem- 
ber 9, 1939. 


The Bellevue Catastrophe Unit has been widely 
publicized through the medium of professional 
organs and the lay press. While many other units 
of comparable character were subsequently devel- 
oped throughout the country along the same gen- 
eral lines, and are basically similar, all differ some- 
what in the details of organization. The many 
inquiries which have been directed to Bellevue 
relating to this Unit appear to justify at this time, 
a presentation of the history, organization, opera- 
tion and equipment of this Unit, which, it is 
trusted, may be, not only of general interest, but 
may serve as a guide to other institutions now 
contemplating the development of a community 
service of this character. 


Organization and Personnel 
1 Physicians: 


The unit consists of two squads of physicians 
as follows: 


Squad One: Captain and twelve members— 
subject to call every day of the month during the 
hours 9:00 a. m. to 5:00 p. m. and on odd num- 
bered days of the month from 5:00 p. m. to 9:00 
a. m. the next day. 


Squad Two: Captain and twelve members— 
subject to call every day of the month during the 
hours 9:00 a. m. to 5:00 p. m. and on even num- 
bered days of the month from 5:00 p. m. to 9:00 
a. m. the next day. 


Every member of the squads has an alternate. 


Captains are assistant resident surgeons. Mem- 
bers are selected from the four surgical services, 
four medical services, orthopedic service, urolog- 
ical service and the neurological service. 


Other physicians who can be spared from their 
duties respond to calls, in order to be available 
in the event that there is need for additional 
physicians. 


Members of the house staff are familiar with 
emergency treatments as a result of instruction 
received at the beginning of appointment. 


The captain of the physician’s squad, subject 
to call, designates the twelve physicians who are 
to leave the hospital for the scene of disaster. 
Each physician is required to familiarize himself 
with the contents of the equipment boxes which 
are stored in a room assigned for this purpose 
adjacent to the emergency wards. 


2 Nurses: 


All nurses are on eight hour periods of duty. 
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Therefore, it is necessary to provide three nurs- 
ing squads for this unit. Each squad consists of 
a nurse-captain and twelve graduate nurses. Each 
morning the office of the division of nursing re- 
ceives a list of nurses who will be on duty the suc- 
ceeding twenty-four hours. Of this group, sur- 
gically-trained nurses, with a particular aptitude 
for handling emergencies, are designated to re- 
spond to calls for duty on the emergency squad 
during their tour of service. 


Nurses on call during the period of their as- 
signment will not leave their post of duty without 
leaving explicit instructions as to where they may 
be located. 


When called for service duty, they will report 
immediately to the Admitting Division. They 
will dress warmly for possible outdoor work. 
Warm sweaters are recommended as they are less 
cumbersome for active duty than capes or heavy 
coats and if possible should be taken along in case 
needed. Each nurse must carry bandage scissors. 


3 Hospital Aides: 


When such procedure seems warranted, order- 
lies accompany the Catastrophe Unit to render 
such assistance as may be advantageous. Order- 
lies load and unload equipment boxes transported 
by the Catastrophe Unit. 


Drills are held once monthly. In order to main- 
tain a proper check on the efficiency of operation 
of the Catastrophe Unit, drills are held period- 
ically during the day and night. At these drills, 
special subjects are discussed and demonstrations 
are held. It is felt that repeated drills insur 
prompt response and coordinate effort on the part 
of the squad members. 


Every January and July, when the squads are 
reorganized, the entire personnel of the Unit is 
assembled. At that time, a lecture is delivered 
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Emergency ambulance 


by a member of the surgical staff on treatment 
of shock, hemorrhage, surgical dressings and ap- 
plication of splints. All the equipment is demon- 
strated at this time. 


Specially detailed instructions to all members 
of the Catastrophe Squads will be found on the 
bulletin boards of the admitting office and emer- 
gency wards covering details as to admission pro- 
cedure, administration of treatments, handling of 
visitors and members of the press and care of 
equipment used by the Catastrophe Unit. 


4 Ambulance Drivers: 


All ambulance drivers are subject to call for 
duty with the Catastrophe Unit. 


5 Telephone Operators: 


When a call is received from the Police Depart- 
ment or the Department of Hospitals for the 
Catastrophe Unit, the following procedure will be 
observed: 


1 Dispatch the regular ambulance to the site 
of the call to provide care, prior to the arrival of 
the Catastrophe Squad. 


2 Flash E-30 on the hospital signal flash 
system. 


3 The hospital signal flash system shall be kept 
clear of all other signals until the Catastrophe 
Unit has left the hospital. 


4 Notify the administrative officer in charge 
of the Catastrophe Unit, giving location of site 
of call. 


5 Notify garage of the call for the Catastrophe 
Unit and give location of site of call. 


6 Notify division of nursing office. 


7 Notify doctors on physician’s squad by call- 
ing division offices, game rooms, dining rooms and 
doctor’s rooms. 


8 Notify emergency ward, admitting office, op- 
erating room supervisor and anesthesia depart- 
ment. 


9 Notify hospital chaplains of the possible need 
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of their services in the emergency wards that 
prompt spiritual administrations may be provided 
for patients admitted to these divisions. 


Operation 


1 Whenever Flash E-30 appears on the indi- 
cator of the hospital call system, squad members, 
physicians and nurses, will report immediately 
to the Admitting Division, ready (properly- 
clothed) to leave the hospital for the scene of the 
disaster. 


2 On any day of the month between 9:00 a. m. 
to 5:00 p. m. all members and alternates of the 
physicians’ squads will respond to the signal. 


3 On odd days of the month between 5:00 p. m. 
and 9:00 a. m. the next day, all members and al- 
ternates of the physicians of Squad One will 
respond. 


4 On even days of the month between 5:00 p. m. 
and 9:00 a. m. the next day, all members and al- 
ternates of the- physicians of Squad Two will 
respond. 


5 The place of assembly of the medical and 
nursing units will be at the Admitting Division 
entrance of the hospital. 


6 On arrival at the Admitting Division, physi- 
cians of the squad will report to the captain of 
their squad. Nurses will report to the captain of 
their squad. 


7 The officer in charge of the Medical Unit will 
assemble the physicians on his Unit and will not 
permit any member of the house staff to accom- 
pany the Unit save in the capacity of a substitute 
for a member of his Unit. 


8 The doctor in charge of the Medical Unit will 
hold the Catastrophe Bus until the quota of physi- 
cians and nurses have been assembled and have 





Ambulance bus which conveys all members of the 
squad and equipment boxes to scene of disaster 





entered the bus and all equipment and supplies 
are properly loaded. 


Equipment and Supplies 


1 One large bus presenting a seating capacity 
for twenty-six persons, 18 physicians and 18 
nurses, and additional space provided for all equip- 
ment and supplies carried by the Unit. 


2 One regular emergency ambulance which is 
dispatched to the scene of disaster prior to the 
response of the Unit. The ambulance surgeon 
of this ambulance renders aid until the Unit ar- 
rives. This ambulance also serves to transport 
patients back to the hospital from the scene of 
disaster who are in need of hospitalization. 


8 Doctors’ Box (No. 1) measuring 1534 in. by 
45 in. by 20 in., containing six drums. Each drum 
contains the following: 


a) Solutions: 
(8 oz. bottles with bakelite tops) 
Alcohol, 95% 
Iodine, 344% 
Mercurochrome, 4% 
Tincture of green soap 
Hydrogen peroxide 
Aromatic spirits of ammonia 

- Whiskey 

Castor oil 
Morphine sulphate 
Amertan (1 can) 
Nupercanal (1 container) 


b) Ampoules: 
Caffeine sod. benzoate 0/5 gm., 12 ampoules 
Adrenalin 1/1000, 12 ampoules 
Tetanus anti-toxin, 12 vials 
Distilled water, 1 vial 


c) Instruments: 
Straight scissors, 1 pair 
Bard Parker handle and blade 
Mouse tooth forceps, 1 pair 
Small straight Kelly clamps, 2 only 
Large curved Kelly clamps, 2 only 
Large Kocher clamps, 2 only 
Needle holder, 1 only 


d) Sutures: 
Plain catgut No. 1 (12 tubes) 
Tension sutures No. 1 (6 tubes) 
Large curved cutting edge needles No. 8 


e) Syringes and Needles: 
Luer syring 5 cc, one only 
Luer syring 2 cc, one only 
Luer needles No. 26x14”, two only 
Luer needles No. 23x1”, one only 
Luer needles No. 22x114”, one only 
Alcohol sponges in one jar 


f) Sterile gloves, size 744 and 8 
Tongue depressors, wood 
Tourniquet 
Red rubber tubing 4” 

Red rubber tubing %” 


4 Nurses’ Box (No. 2) measuring 301% in. by 
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3014 in. by 18 in. containing six drums. Each 
drum contains: 
a) Sterile gauze 
100 sterile 4x8 
200 sterile 4x4 
100 sterile 2x2 


b) Sterile towels, 6 


5 Splint Box: (No. 3) measuring 2714 in. by 
24 in. by 18 in. containing three packages. Each 
package contains: 

a) Bass-wood splints (prepared) 


b) 3 yards heavy muslin 
bandage muslin, (3”) 
bandage gauze (2” and 3”) 

rolls of adhesive (2” and 3”) 
non-absorbent cotton 

arm tourniquets (3) 

leg tourniquets (4) 

sterile gauze (200 4x8) 


6 Splint Box: (No. 4) 
Same as No. 3 


7 Canvas Bags: (2) 


Each contains: 


12 gray blankets 
12 large sheets 





Equipment boxes 
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Doctors’ drums 


8 Accessory Supplies and Equipment: 


The regular emergency ambulance carries: 


stretchers 

ambulance surgeon’s bag 

antidote kit 

fracture box 

Murray-Jones arm splints 

Hinged half-ring Thomas leg splints 


Fracture Box (21 in. by 8 in. by 8 in.) contain- 
ing the following: 


9 heavy muslin slings, 6”x18” 

9 metal clips 

2 portions of cotton sheet wadding 6 in. by 
6 yds. folded to 16 in. lengths 

8 muslin bandages, 3”x36”_ . 

4 strips of adhesive, 1”x16” 

8 wooden tongue depressors 

8 thicknesses of 1/16” basswood splints, over 
one of which the strips of adhesive are 
placed 

4 strands of 16 ply clothesline, two 2 feet 
long, and the other two, 3 feet long 

1 half roll of absorbent cotton Grade B 

¥% lb. extra clothesline, 16 ply 

4-3” gauze bandages 

Roll of 2” adhesive 


The nurse in charge of the Emergency Ward 
is responsible for doctors’ and nurses’ boxes, splint 
boxes and canvas bags, and all items of equimpent 
and supplies therein contained. 


All equipment and supplies must be checked on 
the return of the squad from call. 


All used equipment shall be sterilized at once. 


All equipment and supplies not used must be re- 
sterilized once monthly. 
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At the Site of Call 


1 The physician-captain shall be responsible for 
the supervision of the squad until an administra- 
tive officer of the hospital arrives who shall then 
assume responsibility for the Unit. 


2 The squad shall be divided into teams of two 
(physician and nurse) as directed by the physi- 
cian-captain and the nurse-captain. 


3 The physician-captain shall survey the situ- 
ation on the arrival of the Unit and make a re- 
port to the administrative officer of the day, of 
the hospital, by the most expedient means. 


4 Prompt treatment shall be rendered pending 
removal of any patient to the hospital. 


5 Treatment shall be limited as far as possible 
to the following: 
a) Checking hemorrhage 
b) Treating shock 
c) Surgical dressings 
d) Application of splints 
6 An ambulance record form must be completed 


for every person treated and given to the physi- 
cian-captain. 


7 Administration of morphine must be recorded 
in writing and given to the nurse-captain. 


8 All questionable cases, emergencies and pa- 
tients requiring tetanus anti-toxin should be dis- 
patched to the hospital as soon as possible. 


9 The nurse-captain of the Unit will be re- 


‘sponsible for keys to emergency boxes. 


Admission of Patients Referred by the 
Catastrophe Unit 


From the time the Catastrophe Unit is dis- 
patched until it returns, the following regulations 
shall be observed in the admission of patients re- 
ferred by the Catastrophe Unit: 


1 During the reception of patients referred by 
the Catastrophe Unit, the special policemen of 
the hospital will prevent the assemblage of groups 
of individuals and loitering in the halls and cor- 
ridors adjacent to the emergency wards, dressing 
offices and Admitting Division; and the unau- 
thorized admission of the public to the emergency 
wards, dressing offices and Admitting Division. 
These officers will also keep the ambulance en- 
trance free of loiterers, ambulance chasers, etc. 


2 All nurses must demand identification of all 
strangers desiring to visit, question or observe 
patients admitted to the emergency wards or the 
dressing offices. The assistance of a physician 
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present or special officer may be obtained if nec- 
essary in handling visitor problems. 


3 All serious cases shall be admitted direct to 
the emergency wards. Non-serious cases shall be 
admitted to the wards of the hospital through the 
regular Admitting Division or treated in the 
dressing offices in accordance with their needs. 


4 Physicians from each service of the hospital 
shall be called to the emergency wards that there 
may be no delay in providing prompt and proper 
care to the patients admitted. 


5 Extra physicians shall be called to assist in 
the emergency wards, dressing offices and the 
Admitting Division if necessary. 


6 Physicians and nurses not assigned to duty 
in the emergency wards, dressing offices or Admit- 
ting Division will not be admitted to these Divi- 
sions unless called to render assistance. 


7 Chaplains shall be called to the emergency 
wards when the Catastrophe Unit is dispatched. 


8 The Admitting Division shall see that each 
patient is given a case record number and assigned 
to a Division of the hospital to which such patient 
shall be transferred when patient’s condition per- 
mits of such disposition. 


9 A card bearing the bed number and ward 
assignment only will be placed on the bed in the 
emergency wards in the place of the regular bed- 
side card to avoid information being obtained by 
unauthorized persons. 


10 The Admitting Division shall station nurses 
in the emergency ward. 


11 Each patient shall be undressed by an emer- 
gency ward nurse and an Admitting Division 
nurse, or by one of these in the presence of the 
other. 


12 A careful search of all clothing shall be made 
at the time the patient is undressed for money 
and other valuables. 


13 Such property shall be: 


a) Checked by both nurses and listed on the face 
of a property envelope provided for this pur- 
pose 


b) Such listing shall be signed by both nurses 


ce) The property shall then be placed in the prop- 
erty envelope 


A duplicate list shall also be signed by both 
nurses, and placed in the patient’s chart 


— 


d 


— 


e) The property envelope shall then be delivered 
by the Admitting Division nurse to a property 
clerk (all of whom are bonded) who shall be 
called to the emergency ward to receive such 
property 


f) The property clerk shall issue a receipt for 
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such property to the nurse in charge of the 
emergency ward who shall be responsible for 
the safekeeping of such receipt 


14 The clothing of such patient shall be: 
a) Placed in a clothes bag provided for same 


b) Tied to the head of the bed to which such 
patient has been assigned 


ec) Such clothing shall be listed as soon as pos- 
sible by the emergency ward nurse and the 
Admitting Division nurse present at the time 
such patient was undressed 


d) The list shall be executed in duplicate and 


signed by both nurses 


— 


e) One list shall be incorporated in the patient’s 
chart; the other placed in the clothes bag with 
the patient’s clothing 


f) This bag, with its contents, shall then be de- 
livered to the patient’s clothing division of the 
hospital for safekeeping 


15 The regular nursing staff of the emergency 
wards shall: 

a) Administer all narcotics 

b) Set up and clean treatment trays 

c) Procure and subsequently return any equip- 
ment which it may be necessary to borrow 
from another Division 

d) Answer all telephone calls 


e) Be responsible for locating physicians, keeping 
records, etc. 


16 Relief nurses assigned to special duty in the 
emergency wards shall assist the physicians at 
the bedside, administer routine care, make beds, 
and do their own charting. 


To date the Bellevue Catastrophe Unit has fully 
justified its development in the response to a num- 
ber of real catastrophes and the prompt care of 
large numbers of injured individuals. 


Among the calamities to which response has 
been made may be mentioned major fires, explo- 
sions within buildings, falling of theatre ceilings, 
collapse of walls of buildings, service to battered 
storm-tossed ship passengers arriving in the port 
of New York, train accidents, etc. 


Seven minutes has been the average lapse of 
time from call for this Unit until it has left the 
institution for the scene of disaster. 


Beyond peradventure of doubt, no one will deny 
that rendering immediate emergent care on the 
spot in the event of disaster conduces to the re- 
duction of fatalities and complications resulting 
from unavoidable delay in transporting the in- 
jured to a hospital. 

In peace-time, and if there should be war-time, 
the Bellevue Catastrophe Unit is, and will be, 
ready to serve the community in the full measure 
of its capacity. 
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Philanthropy for Hospitals 





MARGARET A. ROGERS 


all visitors. The funds invested in our many 

charitable and educational institutions now 
is valued at $200,252,000,000. This places its 
value next to agriculture, railroads, and public 
utilities. It is estimated that three-fourths of this 
is property, and one-fourth is in funds. With 
these funds earning three per cent an income of 
$150,000,000 is received annually. This is the 
backlog which is supplemented by annual drives 
for funds. 


Ta miracle of giving in America astonishes 


The Bureau of Internal Revenue has made 
studies of deductions for philanthropy from in- 
come tax returns for the years 1922 to 1938. The 
average annual contribution. during that period 
was $417,408,000. This of course, only includes 
gifts of citizens who must make income tax 
returns and there are a large number who are 
not fortunate enough to fall in this class. 


The giving of this group can only be estimated 
from surveys such as the famous “Middletown” 
made from October, 1923-September, 1924. The 
average gift per family to church and charity 
was $34.90 from an average income of $1,635.74 
in Middletown. In a twelve month period 1935-36 
another study of giving was made by the National 
Resources Planning Board. In this study the 
estimated gifts to philanthrophy were $2,178,- 
000,000 or 3.7 per cent of an estimated income 
of fifty-nine billion dollars. 


For the period from 1922 to 1937 there was 
an average of 147 persons who made income tax 
returns on incomes of over one million dollars 
and they made average annual contributions of 
$101,551 each. For the same period there were 
71,746,427 taxpayers making returns on incomes 
of $5000 and under, who made average gifts of 
$42, but whose aggregate gift is $3,037,812,000. 
This should make all of us look at the small giver 
with a respect I am sure none of us have felt 
before. 


The history of philanthrophy for the past 
twenty years as set forth in the “Year Book of 
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Philanthrophy for 1940” by John Price Jones, is 
a tale of stupendous sums, and makes fascinating 
reading for the administrator of any hospital. 


Determinants of Giving 


The determinants of giving as outlined were 
summed up by a well-known community chest 
director is these few words: “People give out of 
abundance.” The Determinants are: 


1 The greater the income the more that will 
be given away 


2 When government takes more, philan- 
throphy gets less 


3 When the cost of living goes up, people 
obviously give less 


4 When. corporations pay larger dividends 
and interest, gifts to philanthrophy in- 
crease 


5 As the value of stocks and bonds increases, 
gifts increase—and as these values de- 
crease, gifts decrease 


6 A rising index of business increases confi- 
dence and gifts increase 


What do hospitals depend on philanthropy for: 


Building funds 

Funds for capital replacements 
Endowment funds for support of their work 
Funds to support research projects 


Giving to Hospitals 


This country has three billions or more in- 
vested in hospitals and the annual cost of their 
maintenance is nine hundred million dollars. 
More than one-third of our hospital beds are in 
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privately supported institutions. The story of 
giving to a selected group of hospitals was pub- 
lished in a recent number of HOSPITALS. 


The year 1930 was apparently the best year 
for hospital giving as a group of sixteen selected 
hospitals in that year received $12,655,532. In 
1938 their total gifts had fallen to $3,428,000. 
‘Y‘hese trends are depressing but we are heartened 
by the fact that there was a 72.5 per cent increase 
in gifts and bequests between the five years of 
prosperity and the five years of depression. In 
the depression years, bequests increased 44 per 
cent and this must be the result of great effort 
to influence the use of wills to transfer funds to 
the hospitals. 


Almost all privately supported hospitals par- 
ticipate in. their local community chests and from 
the chests there may be a lesson for us. Twenty- 
nine chests which raised more than one-half mil- 
lion dollars each in the years 1925 to 1939, have 
raised from thirty-two to fifty-one million dol- 
lars annually, and are in the past six years, 


apparently stabilized at a plateau of $32 to $34 . 


million. The peak year for gifts to this group 
was in 1931, and shows the effort made by indi- 
vidual givers to meet the distress of unemploy- 
ment and other miseries of the depression. 


The chests have been making steadily success- 
ful efforts to increase corporation giving. They 
are also increasing the number of small givers. 
In the 1940 chest campaigns, nineteen. out of 
every hundred gave $5 or less—four out of every 
hundred gave $5 to $24—two out of every 
thousand gave $100 or more—and two out of 
every ten thousand gave $1000 or more. This 
work of the chests establishes a habit of giving 
in a group which formerly felt no responsibility 
for philanthrophy and they are obtaining the 
best community leadership for their annual 
campaigns. 


The report “American Foundations and Their 
Fields” made by the Raymond Rich Associates 
for the Twentieth Century Fund, merits the 
attention of the hospital field. In it they report 
foundation grants for the year 1937 for Medicine 
and Public Health of $13,495,898.38. An exten- 
sive report is made of the investments of these 
Foundations which should be of value to all 
hospitals having investment accounts. 


In the twenty year period between 1915 and 
1935, the Children’s Hospital of Michigan in- 
creased its budget from fifty-six to four hundred 
and twenty-four thousand dollars, and its income 
budget changed from 898/10 per cent to 27 per 
cent philanthrophy. The biggest change in the 
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last was a fifty per cent drop between 1930 and 
1935. This hospital has always assumed the re- 
sponsibility for the care of the indigent sick 
children of the city. Now the city fathers will 
not raise their appropriation to anything ap- 
proaching the cost of this care, because of our 
endowment fund which they count on to keep 
their costs down. A similar experience occurred 
with the State guardians of tax funds. In con- 
sequence, when the trustees wish to establish a 
new service for the patients, they must go to 
private individuals or the Foundations to seek 
funds to finance it. 


The many hospital insurance plans which are 
growing so rapidly throughout the country are 
splendid for the patient. But as C. Rufus Rorem 
said in the beginning of the educational cam- 
paigns to prepare the public to use and establish 
them, “they are not to help the hospital, they are 
to help the patient pay his bill.”” Many hospital 
administrators complain that the insurance does 
not pay the cost of caring for the insured patient. 


The Problem of Invested Funds 


One factor which has influenced trustees of 
hospitals in working for gifts in recent years 
is the uncertainty about the security of and re- 
turn on, invested funds. Then in most urban 
communities today, the community chests dis- 
courage any other solicitation of funds than their 
own which restricts hospitals greatly. 


The present economic state of the country with 
the highest Federal debt and continued unprece- 
dented Government spending, point to taxes 
which one Senator has said “will jerk the Ameri- 
can people out of their boots.” The rising costs 
of labor and the restrictions on profit taking, are 
also discouraging to the groups hoping for gifts. 


The care of the sick is the primary duty of the 
hospital, but equally important is its duty to 
educate doctors and nurses and to study the 
diseases which afflict man and make progress in. 
the treatment and prevention of them. These re- 
sponsibilities cannot be carried out without great 
assistance from philanthrophy. 


In the face of the history of giving to all 
sources in this country, there is no reason for 
hospitals to become discouraged about funds from 
philanthrophy. There are many to give us advice 
as to how it may be obtained. The present period 
of uncertainty will be very trying and we pray 
will not last too long, but our institutions are 
planned for hundreds of years and not for short 
cyclés. 
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Priorities and the Hospital 


PAUL L. BURROUGHS 


HE spring of 1940 aroused the people of this 
T counts to the urgent necessity for re-arma- 

ment. From the experience gained in the 
first World War it was evident that one of the 
first problems to consider was the application of 
“priorities” to defense procurement and produc- 
tion. In June 1940, the Office of the Coordinator 
of National Defense Purchases was created and 
it was his job to— 


“Investigate the necessity for and make rec- 
ommendations to the President relative to 
the granting of priority to all orders for ma- 
terial essential to the national defense over 
deliveries for private account or for export.” 


After some studies it was announced on August 
12, 1940, that the Priorities Committee of the 
Army-Navy Munitions Board would administer 
priority ratings on all Army and Navy contracts 
covering strategic, critical, and essential items. 
Since this was, in reality, a preference rating 
system under the complete jurisdiction of the 
Army-Navy Munitions Board and since it applied 
only to Army and Navy contracts and their sub- 
contractors it could not stand alone. It did not 
consider the many civilian requirements that had 
to be met. It did not meet the needs of many 
collateral requirements to the defense effort. As 
a result, Executive Order No. 8572, issued on 
October 21, 1940, created a Priorities Board com- 
posed of William S. Knudsen, Edward R. Stet- 
tinius, Jr., Leon Henderson and Donald M. Nel- 
son. This imposing array of business executives 


finally announced the completed machinery for- 


the application of priorities about the middle of 
February 1941. 


Priorities System Explained 


In the revised circular No. 2, issued from the 
Office of Production Management, Division of 
Priorities, Washington, D. C. (March 15, 1941), 
the priorities system is fully explained. In brief, 
and from the standpoint of hospital purchasing, 
we need be concerned only with the Office of Pro- 
duction Management and the Office of Price Ad- 
ministration and Civilian Supply. These two di- 
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visions will work jointly and without duplication 
in handling the problems for both the defense 
program and civilian needs. For the sake of brev- 
ity many of the steps leading to the present or- 
ganization have been left out but essentially it 
is complete at the time of this writing. 


The nature of this article indicates that an 
analysis and a description of priorities be given. 
Perhaps the best definition would be “a method 
of putting first things first.” The priorities sys- 
tem can be said to be a technique for making sure 
that machines of all kinds, guns, tanks, airplanes, 
radios, thermometers, range finders, and all the 
things needed for national defense, are produced 
promptly, on schedule, and without delay. 


As an example, let us suppose the Government 
places an order for a number of sterilizers. Let 
us further suppose that this consignment of ster- 
ilizers is due to be placed in certain ships that 
are needed by the Navy. Sterilizer company A 
may have many of the parts necessary to carry 
out the order but not all of them. In this case 
we will assume that all is ready except the ther- 
mostats and these are to be made by a com- 
pany B who is called, in this case, a sub-contractor. 
This latter company is held up on the order to 
company A by the shortage of magnesium in the 
plant of company C who is a sub-sub-contractor. 
This may continue down the line even further. If 
company A gets a priority rating it will apply 
all down the line until company A gets delivery 
from company B who gets delivery from company 
C. In other words C gets magnesium for B who 
makes the thermostats for A, who in turn com- 
pletes the sterilizers for the Government. Ob- 
viously the sterilizer must be entirely complete 
before it is ready for service. If any one part 
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is missing the whole system fails. 
one possible example out of thousands. 


This is but 


System of Priority Ratings 


All of the above is accomplished by a system 
of ratings. These ratings are arranged in ac- 
cordance with a definite pattern. Starting with 
the top and proceeding downwards we have “AA,” 
which is only used by the Army-Navy require- 
ments and then only in dire emergencies. Then 
comes the A series beginning with A-l-a, A-1-b, 
A-l-c ... up to A-1-j. From this point it goes 
to A-2 A-3...to A-10. Then follows the B 
series beginning with B-1 and continuing through 
B-8. This latter group of ratings are apparently 
applied to all requirements other than those for 
the defense program. 


In addition to all the foregoing we have “man- 
datory priorities” and these apply to the follow- 
ing: Machine tools, aluminum, magnesium, syn- 
thetic rubber (neoprene) and nickel. These items, 
and others, carry the use of the B ratings as 
a pattern intended to show by what ratio indus- 
try is to receive their share. There is little doubt 
but that more items will be added to this list from 
_ time to time. Items like certain chemicals used 
for explosives and the plastics might be added. 


How the Hospital Field is Affected 


It may readily be seen that we in the hospital 
field will certainly be affected by the application 
of these priorities. As the defense program goes 
ahead, as it most surely will at an even greater 
tempo, we may find it necessary to apply for prior- 
ity on some of the necessary supplies and equip- 
ment that we use. 


From the Bulletin of the National Association 
of Purchasing Agents (March 26, 1941) comes 
the information that the hospital will probably 
have the rating of B-2 or B-3. This will be the 
group with which we will be most concerned. Such 
things as aluminum cooking utensils, for example, 
will be placed in B-3. A letter from Mr. Stettinius 
is the authority for the statement that 


“You (meaning all hospitals) may be assured 
that as the need arises every consideration 
will be given to the requirements of hospitals 
for all types of equipment and materials.” 


The needs of civilian economy are of great im- 
portance and, since this is true, priority help can 
be and is given to important civilian projects. 


It would be quite erroneous to assume that all 
defense needs come ahead of all civilian needs. 
Obviously, the most important civilian need is 
more important than the least important military 
need. There is little doubt but that hospitals will 
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be considered as a vital part of the defense pro- 
gram. If the hospitals do not continue their sev- 
eral functions in the health program of the nation 
what then are the workers to do for the essential 
medical and surgical treatment? The Office of 
the Surgeon General has said that hospitals were 
a part of the defense program and some indica- 
tion has been had that they will help the hospitals 
to the best of their ability. 


Use Priorities Only in Emergencies 


It is most advisable that we, in the procurement 
field, do not use, or try to use, priorities until a 
real emergency exists. Try to place orders in 
such a way as to allow for delays in deliveries. 
Then if you add just a little more time to that 
amount of allowance you may obtain your supplies 
without the aid of the priority. If application is 
made, it should be made to the Office of Production 
Management, Priorities Division, Washington, 
D.C. The application should be made on Form 
PD-1 and it should be executed in accordance with 
the instructions contained on this form. Such an 
application from any hospital in need will re- 
ceive most careful consideration on the part of 
the Office of Production Management. Be warned 
that where a substitute can be found it is best 
to use it rather than to use the priority. 


Making Application for Priority 


Some of the information you are required to 
give in making application for priority is as fol- 
lows: 


1 Description, quantity, and value of 
product 


2 Schedule of deliveries required 


3 How is material essential to the na- 
tional defense program or why is application 
being made? 


4 Is entire quantity required, and on dates 
specified ? 


5 What efforts have been made to se- 
secure it? 


6 What alternates or substitutes can be 
used? 


In summary, it is a fact that we in hospital pro- 
curement will have a good measure of help from 
the Office of Production Management. It is our 
patriotic duty to use this help as sparingly as 
possible. We can do this by exercising constant 
vigilance over our inventories; by careful plan- 
ning for the future needs of our hospitals; by 
sensible application of the present rules for the 
use of priorities in case real need demands one. 
If we are to become the arsenal for democracy, 
we must do our part. 
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Food Cost Accounting for Hospitals 


JAMES E. McNAMARA 


OOD cost accounting was developed originally 
F:: meet the cost problems of hotel restaurants 

and those of other commercial restaurants, and, 
particularly, to eliminate where possible the ap- 
palling waste that was all too common in the kitch- 
ens of such establishments 25 or 30 years ago. 
The principles and methods of food cost account- 
ing have been applied to the needs of hospitals 
and other similar institutions only to a limited 
extent and the methods used in these institutions 
have not been improved to nearly the same de- 
gree as those worked out for commercial restau- 
rants. 


The purpose of food cost accounting, as applied 
to commercial restaurants, is to assist the man- 
agement in obtaining the highest possible gross 
profit on food sales consistent with the policy of 
the management as to quality and size of portions. 
As applied to a hospital, it may be stated that the 
purpose of food cost accounting is to assist the 
management in supplying meals to patients, staff, 
nurses, and employees at the lowest possible cost 
consistent with the policy of the administration as 
to the quality and quantity of those meals. There- 
fore, it is obvious that anything that tends to 
eliminate waste of food and lower costs without 
affecting the quality and quantity of the meals 
provided or, in other words, anything that makes 
it possible to supply better or more abundant 
meals without increasing the cost, is within the 
province of the food cost accountant. 


I cannot emphasize too strongly that food cost 
accounting must not attempt to accomplish re- 
sults by interfering with the quality of food or 
size of portions. It does not take a trained cost 
accountant to reduce costs by lowering quality or 
quantity; any quack can do that. 


Basic Records 


It is of course elementary that a hospital should 
have records from which the cost of food con- 
sumed can be accurately determined. And I mean 
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the cost of food consumed, not the cost of food 
paid for. 


The first step is to make certain that nothing 
is paid for that is not delivered to the hospital, 
and for this purpose a properly kept receiving 
record is essential. Only too often do we find that 
the purpose and function of this simple record is 
misunderstood, and it is used as a copy book for 
the food bills instead of an accurate, chronolog- 
ical record of all the food shipments received. It 
is hardly necessary to stress the point that all 
food received should be carefully weighed, or 
counted, or its quantity otherwise measured, and 
it should be inspected for quality by a competent 
person. Also, each invoice should be compared 
carefully with the receiving record and entered in 
the books and paid only if both quantity and qual- 
ity of the food were found satisfactory and if the 
price charged was the same as that agreed upon 
when the purchase was made. 


At least once a month a complete inventory 
should be taken not only of the food in the store- 
room, but also of all food in the kitchens, pan- 
tries, bake shop, and other producing departments, 
including all usable prepared or semi-prepared 
food. 


Once the cost of food consumed during a month 
has been accurately determined on the basis of 
purchases and inventories, it is necessary to meas- 
ure that cost by some yardstick that will show 
whether it is high, low, or just satisfactory. In 
the commercial restaurant we have a very simple 
measuring stick: the number of dollars received 
for the meals served. There, we simply calculate 
the cost in cents for each dollar of food sales, and 
we have as perfect a measurement of cost as it 
is possible to find. In the hospital we have to 
use a different yardstick: the cost of food for each 
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meal served. A record of the number of meals 
served should be available in every hospital, and 
it is worth some time and effort to build up this 
record from day to day as accurately as possible. 


Thus, with the aid of the accurate food cost for 
the month and the number of meals served dur- 
ing the month one can readily determine the av- 
erage cost per meals. This cost is compared with 
similar costs for past months and on that basis 
it is determined whether the cost is high, low, or 
just about right. Many hospitals do not even 
make this simple cost calculation once a month, 
and few go into the cost problem beyond this ele- 
mentary step. 


Meal Costs Not Uniform 


But on closer examination it will be found that 
an average cost for all meals is not a very reliable 
guide in preparing budgets, in formulating poli- 
cies, and in judging the efficiency of the dietary 
operations. You all know that everybody in the 
hospital does not get the same kind of meals. We 
may find that the cost of a meal served to a pri- 
vate patient on some special diet costs more than 
twice as much as a meal served to a ward patient. 
Consequently, the average cost per meal will fluc- 
tuate as the proportions of expensive and inexpen- 
sive meals to the total number of meals fluctuate. 


Furthermore, all food served in a hospital is 
not susceptible to measurement in number of 
meals, as for example the special nourishment 
given to certain patients between meals, or the 
food given to babies. 


Then again, when only the average cost per 
meal, including meals of all kinds, is known, and 
that only after the books are closed for the month, 
it is practically impossible to make any detailed 
investigation into a substantial increase in the av- 
erage cost. To find the cause would necessitate 
an analysis of the records for the whole month, 
and ordinarily another month would pass before 
the analysis could be completed. If food cost ac- 
counting is to be effective at all, it must afford an 
opportunity to detect material cost fluctuations 
promptly in order that the remedy may be applied 
without delay. 


Daily Cost Calculations Essential 


Therefore, it is essential that the cost calcula- 
tions be made daily. The ideal condition for the 
food cost accountant would be if all food pur- 
chased, including perishables of every kind, could 
be sent to the storeroom and issued only on requi- 
sitions. However, few hospitals have storage fa- 
cilities adequate for this purpose. Except in some 
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of our largest hospitals, almost all of the perish- 
able food received daily is sent directly to the 


kitchen. These foods are classified as “direci 
purchases.” Obviously, the cost of food consumed 
on any one day can be determined readily by com- 
bining the direct purchases which are shown sep- 
arately on the receiving record, and the requisi- 
tions from the storeroom. 


But, as I said before, it is also essential to di- 
vide the daily cost and charge it to the various 
kinds of meals served. If we had a separate 
kitchen for each class of meals, our problem would 
be an easy one, but the average hospital has only 
one main kitchen and, in addition, usually a diet 
kitchen. The operation of the two should be kept 
strictly separate, although transfers of food to a 
certain extent will be unavoidable. 


Because the main kitchen provides food for all .- 


classes, including private patients and all em- 
ployees, it is necessary to determine the cost of 
the food served to each class. The only practical 
method yet found for. doing this is to establish 
standard costs and on the basis of these determine 
the cost of each portion. In the case of those 
foods which are sent in bulk to the various serv- 
ing stations, costs are set up on the basis of the 
sizes of containers used, such as quart, gallon, etc. 


The Use of Standard Costs 


These standard costs are established under ac- 
tual operating conditions. The food cost account- 
ant measures carefully the quantity of each in- 
gredient used in a dish, notes the number of por- 
tions produced, and thus calculates the total cost 
of the preparation and the cost per portion. 


It is true that working up a complete set of cost 


. records, including each dish that may be served in 


a hospital, is a considerable task that would re- 
quire several months and may have to be extended 
over the period of a year, for the simple reason 
that many dishes are seasonable and tests can be 
made only when they are actually being prepared. 
But once established, the only changes in stand- 
ard costs would be those resulting from fluctua- 
tions in market prices as the recipes are seldom 
changed. 


On the basis of these standard costs the daily 
food cost can be charged to the various classes of 
meals and the average cost per meal for each class 
can be separately determined. Of course, the 
standard costs must be accurate and they must be 
adjusted constantly to current market prices, as 
otherwise the daily cost determined on the basis 
of actual consumption of ingredients can not be 
reconciled with the total cost of each class of 
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meals as determined on the basis of standard 
costs. 


The calculation of these standard costs is not 
a very difficult matter, and yet it requires a per- 
son who knows food thoroughly and who knows 
how to make proper allowances for groceries, for 
such items as frying fat, and for other so-called 
unproductive items, and for waste. Calculations 
that do not take into account every element of 
cost are worse than no calculations at all, because 
they lead to false conclusions that may turn out 
to be very costly. 


The use of standard costs should be restricted to 
those meals that are not part of any particular 
diet. There should be separate costs established 
for such producing units as the diet kitchen, dia- 
betic kitchen, and metabolic kitchen. In those hos- 
pitals that operate a public restaurant for the ac- 
commodation of visitors, it is particularly impor- 
tant to charge such a unit with all food issued to 
it directly from the storeroom and with the cost 
of food transferred to it from the main kitchen. 


In any case, it is very important to have a strict 
control over the food storeroom and to make sure 
that nothing is issued without a written requisi- 
tion. 


Summary of Daily Cost Work 


The actual procedure in the calculation of the 
daily cost may be summarized briefly as follows: 


1 On the basis of the purchase and receiving 
records, the storeroom and each producing 
unit—main kitchen, each special kitchen, 
bake shop, etc.—is charged with the cost of 
the food received and delivered directly 
to it; 


bo 


On the basis of storeroom requisitions, each 
producing unit is charged with the cost of 


the food issued to it from the storeroom; 

3 On the basis of transfer records and stand- 
ard costs, each producing unit is charged 
with the cost of the food transferred to it 
from other producing units, and it is credit- 
ed with the cost of the food it transferred 
to other producing units; 


+P 


On the basis of menus, standard costs and 
records of meals served, the net cost of 
food disposed of in each producing unit is 
allocated to the various classes of meals and 
the average cost of each class of meal is 
calculated for the day and for the month 
to date. 
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The Use of Cost Information 


You may ask me at this point, ‘““Assuming that 
we have gone to all the trouble of compiling these 
reliable daily cost figures, why are we better off 
than we would be without them?” My first answer 
to such a question would be that if you do not 
know how to use figures, do not waste your time 
and money compiling them. Obviously, any cost 
system is justified only if it more than pays for 
itself, not only in the form of satisfaction and con- 
fidence, but in dollars and cents. 


Often it is found that the psychological effect 
alone of a good cost system is such that it makes 
every employee in the dietetic department more 
careful and thus results immediately in a reduc- 
tion of food cost amounting to several times the 
cost of operating the system. But the enduring 
effect of food cost accounting is that it makes 
everyone in the dietetic department cost-con- 
scious, and that it enables those in charge of the 
department to observe from day to day the re- 
sults of changes in policies and methods, and the 
effect of economies planned and put into operation. 
Intelligent management cannot exert its full force 
without the knowledge from day to day of the 
results of its efforts. . 


Cost-consciousness should manifest itself in 
many ways and not the least important of these 
is the development of better purchasing methods. 
We find that in almost all hospitals the purchasing 
of food is done carefully, but often there is too 
much buying for price alone instead of buying for 
both quality and price which in the final analysis 
is more economical. ‘ 


In the case of meats we find that frequently in- 
ferior merchandise is bought, also that many 
hospitals, even large ones, seem to prefer purchas- 
ing meat already butchered and trimmed. This is 
due in many cases to a desire to save the salary 
of a butcher, but often it is false economy. In the 
larger hospitals it should be more economical to 
buy meat untrimmed, that is, in its commercial 
cuts, because the trimmings can be used in the 
preparation of wholesome, but inexpensive meals 
for ward patients and for employees. I have in 
mind particularly the buying of lamb racks in- 
stead of chops, and the buying of loins, in many 
cases even full loins, instead of fillets or trimmed 
tenderloin and sirloin steaks. Constant and care- 
ful tests of the yield of various cuts of meats, 
various sizes of fish, fowl, and other food items will 
soon reveal what is the most economical size to 
buy. The information thus obtained can be used 
in compiling purchase specifications for all sup- 
plies with the results that waste will be reduced 
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to a minimum and the meal costs maintained at a 
satisfactory level. 


The records compiled as part of the cost system 
should be helpful in reducing costs in another di- 
rection. If those responsible for the operation of 
the dietetic department make a careful study of 
the daily record of meals served and compare it 
with the number of portions produced, they can 
gradually eliminate nearly all waste resulting 
from overproduction, and here is perhaps the 
greatest opportunity for reducing food cost in al- 
most any hospital. Only too often we find that the 
kitchen is ordered to produce 100, or 125, or 150 
portions of a dish—never an odd number. Intelli- 
gent cost-consciousness changes such costly and 
inexcusable practices; and gradually no one in the 
dietetic department will find it too much trouble 
to make careful daily estimates and the simple 
calculations of the quantities of ingredients re- 
quired for 118, or 137,.or some other odd number 
of portions. 


In my many years of experience in food cost 
accounting practice, I have found that a perpetual 
inventory record for a food storeroom is very sel- 
dom worth the time and effort required in keeping 
it. On the other hand, a careful comparison and 
scrutiny of the monthly inventory will pay for 
itself many times over chiefly in bringing to light 
the slow-moving items which then can be worked 


off before any losses occur through spoilage. Also, 
the comparison and scrutiny of the monthly inven- 
tories provide the best lesson in avoiding over- 
buying. 


A good food cost accounting system and the 
resulting cost-consciousness of the whole organ- 
ization manifest themselves in many other ways. 
I might almost say: “Show me your ice boxes, 
kitchen, and storeroom, and I will tell you what 
kind of system and meal costs you have.” System 
and cost-consciousness invariably go hand-in-hand 
with bright kitchens, scrupulously clean refrigera- 
tors, and a food storeroom where there is a place 
for everything and everything is in its place. 


Conclusion 


In conclusion let me emphasize again that the 
purpose of food cost accounting is not to reduce 
cost by taking away something from those who 
receive the meals, but to provide the same meals 
at lower cost or to provide better meals at the 
same cost. While the psychological effect of the 
installation of a food cost accounting system often 
produces immediate results, you must not forget 
that any system is merely a tool in the hands of 
management. Food cost accounting through up- 
to-date and accurate information furnishes the 
road map that shows you where you are going, 
but you, who are in charge of the dietetic depart- 
ments, still have to drive the car. 





Ralph Berger Seem, M. DB. 


Dr. Ralph Berger Seem, one of the well-known 
administrators in the hospital field, died recently, 
at the age of sixty, after an illness of more 
than two years. Before his illness, Doctor Seem 
was assistant director of the Massachusetts Gen- 
eral Hospital, Boston, in charge of planning the 
fourteen-story George Robert White Memorial 
Building. 


Dr. Seem was born in Bangor, Pennsylvania; 
he received his Ph.D. degree in 1902 and his M.D. 
from Johns Hopkins in 1906. From 1906 to 1908 
he was an intern and resident physician at St. 
Luke’s Hospital, Bethlehem, Pennsylvania; from 
1908 to 1912 he was medical superintendent at 
James Walker Memorial Hospital, Wilmington, 
North Carolina; from 1912 to 1920 he was assis- 
tant superintendent of the Johns Hopkins Hos- 
pital, Baltimore, Maryland, serving as acting su- 
perintendent from 1917 to 1919; from 1919 to 
1929, with the exception of a two-year leave of 
absence during 1920 and 1921 when he served 
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as superintendent of the Union Medical College 
Hospital, Peking, China, he was director of the 
Albert Merritt Billings Hospital, University of 
Chicago; from 1929 to 1936 he was physician- 
superintendent of the Sanford University Hos- 
pital, San Francisco; and in 1936 he became as- 
sistant director of the Massachusetts General 
Hospital, Boston. 





Sarah Agnes Hogg 


Sarah Agnes Hogg, who has been superintendent 
of nurses and director of nursing education at the 
Sanitarium of Paris, Paris, Texas, for the past 
twenty-seven years, died on May 3. 





Joseph Price Ball, M. D. 


Dr. Joseph Price Ball, one of the founders of 
Frankford Hospital, Philadelphia, Pennsylvania, 
and a member of its staff for many years, died on 
April 15. 
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Fresno County Hospital Plan for Low Income Group 





H. M. GINSBURG, M.D. 


collar class” or that group which cannot afford 

care in a voluntary institution and not eligible 
for county care has confronted us for a number of 
years. It was never the intention of the majority 
of the tax-supported hospitals to go into direct 
competition with the voluntary institutions. I per- 
sonally believe that the leaders of the tax-sup- 
ported institutions have always endeavored to find 
ways and means of cooperating with voluntary 
hospitals. 


To problem of care for the so-called “white 


Many-Sided Problems Involved in Care for 
Low Income Group 


We cannot deny that for some time there has 
existed a distinct group in our midst who were in 
need of medical and hospital care and were unable 
to receive it because they could not pay the fees 
demanded by the hospitals. This group grew in 
number until at one time a survey disclosed that 
approximately 42 per cent of the people could be 
so classified. The voluntary institutions could not 
be blamed for not rendering care, for, after all, 
we can all realize that such care over an extended 
period of time would result in the closure of a 
hospital. On the other hand the charity hospitals 
could not be blamed for endeavoring to render a 
service to this class of people. The pressure for 
care from this group became aggravated as their 
number increased and this resulted in enlarging 
the capacity of our charity hospitals and increas- 
ing the scope of care. 


In almost all cases the charity hospitals at- 
tempted to see that care was rendered only to, 


strictly speaking, indigents. Those on the border © 


line requiring care and unable to receive it in vol- 
untary hospitals were naturally hospitalized in 
charitable institutions. In some cases attempts 
were made to collect fees from patients who could 
afford partial rates but could not meet the rates 
of the voluntary hospitals. This gave rise to the 
so-called “part-pay patients” in charitable institu- 
tions. We must admit that in some cases the sys- 
tem was abused and became political in scope. This 
brought about the ill feeling that existed between 
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some private and charitable hospitals. Fortunate- 
ly, this was not very prevalent. As the above sys- 
tem increased in certain counties it brought forth 
court actions which resulted in the court decision 
known to all of us, namely that charitable insti- 
tutions could not expend tax funds for patients 
who were not indigents. 


In Fresno County, with farming as our main in- 
dustry and with prices for farm products at their 
lowest levels, we indeed faced a problem. Numer- 
ous agencies and organizations demanded care for 
these people. They were unable to go to voluntary 
hospitals. They were a hard working people who 
were able to give their families and dependents 
the necessities of life but could not afford luxuries 
or complete and adequate medical care. This class 
was between two crushing walls and our efforts 
had to be directed toward them. Our county hos- 
pital maintained strict social service regulation. 
Where could this group turn? We did accept those 
in need of care even though not emergent cases 
where they were unable to receive proper care pri- 
vately and where we felt that the treatment should 
be rendered to help rehabilitate the patient. At 
the same time we felt some plan must be brought 
forth to enable this group to receive care. At that 
time the Alameda County Plan was beginning to 
function and nearly all plans put into effect since 
that time were along similar lines with modifica- 
tions to fit their respective communities. In Fresno 
the plan was started August 7, 1933. I called it 
the Fresno County Part Pay Plan. The plan was 
adopted by the Board of Supervisors and approved 
by the Fresno County Medical Society and the 
representatives of the local voluntary hospitals. 


Medical Social Service Department Important in 
Efficiency of Plan 


The efficiency with which the plan operates de- 
pended upon the caliber of the personnel in the 
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medical social service department. In Fresno 
County this branch is located in the admitting de- 
partment of the institution. Patients are inter- 
viewed by this department and placed into one of 
three major divisions: (1) the indigents who re- 
ceive full county care; (2) the pay class who are 
able to care for their entire illness—this is the 
great group whom we shall classify as the “part- 
pay group”; (8) the non-resident and emergency 
cases for whom definite rules exist and whom we 
can dismiss from this discussion. 


The number two or part-pay group in a great 
number of cases were individuals who because of 
financial reverses were unable to secure adequate 
care. They knew what it meant to have care previ- 
ous to this time and it was with reluctance on their 
part that it became necessary for them to ask for 
aid under this plan. 


The County Medical Society Cooperates 


The Fresno County Medical Society provided 
the medical social service department with a panel 
of its members who would accept patients at rates 
which the social service worker determined the 
patient could pay. This panel was approximately 
90 per cent of the Society members. The remain- 
ing 10 per cent of the membership were in sym- 
pathy with the plan but did not wish their names 
on the panel because of their age and in some 
cases because they devoted their entire time to a 
definite specialty. The specialists were willing to 
consult with the other members when called by 
the attending physician. The voluntary hospitals 
were also contacted and they in turn agreed to 
consider this class of people at rates which the 
social worker felt the patient could pay and if the 
rates were within reason they would accept the 
patient. 


The Patient Pays a Rate Within His Means 


Following the interview by the medical social 
worker, a definite rate is decided upon between the 
worker and the patient. The patient is then al- 
lowed to name his physician and hospital. If no 
choice is expressed the physicians and hospitals 
are taken in rotation from the panels furnished. 
The physicians and hospitals are called and the 
case briefly related. A short written synopsis is 
immediately sent by mail and usually reaches the 
physician prior to the patient’s visit. It was felt 
that it was important to call the physician because 
patients would go to be examined as soon as pos- 
sible and at times before the written report could 
arrive by mail. In this way the physicians would 
know concerning the case which would be corrobo- 
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rated with the arrival of the social service depart- 
ment’s written report. 


The reports are made in triplicate. The second 
copy is sent to the Director of Institutions for 
statistical purposes and the third retained in the 
files of the medical social service department. 


The physician will examine and treat the patient 
and the hospital will render care if necessary at 
the prescribed rates. If at any time the physician 
or hospital feel that the rates are insufficient for 
the care rendered, they may return the patient 
to the medical social worker who will endeavor to 
secure another member from the panel to render 
care. If unable to secure a member from the panel 
at the modified rate the social worker will recom- 
mend care in the county hospital. . If the physi- 
cian or hospital superintendent at any time feels 
that the patient can afford to pay higher rates 
he may confer with the patient directly or return 
the patient to the social service worker and ask 
for another interview. 


The social worker in all cases is very careful 
to impress the patient that the transaction be- 
tween the patient and physician is for a cash con- 
sideration which she makes sure the patient can 
pay. If time for payment is necessary the work- 
ers use all precautions to make sure that such 
payments will be made. The interests of the phy- 
sician are protected at all times and the patients 
after some discussion are made to realize what 
the physician is doing for them and how essen- 
tial it is to meet the rates for which he under- 
takes to render treatment. I cannot say that this 
has functioned 100 per cent. In speaking to some 
physicians on the panel I find that in many cases 
bills are not paid. 


The question could be asked why the patients 
could not report to their physicians first and then 
be referred to the social worker. This is the usual 
procedure in larger centers where physicians are 
spread over a wide radius. In a community the 
size of Fresno where three-fourths of the physi- 
cians reside in the city of Fresno it was felt that 
it would be better and entail less detail for the 
physicians to have patients interviewed by the 
social worker first. In this way the physicians 
are not called upon to treat indigents when they 
should receive care at county institutions. 


Dental Care 


Dental care was soon found to be as necessary 
as medical care and the same arrangements were 
made with the dental profession. The coopera- 
tion of the medical and dental profession is essen- 
tial for the proper working of the plan. In all 
cases where patients are referred back, because 
the profession feel that the care rendered is to0 
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great for the funds received, they are immedi- 
ately given adequate care at county expense. In 
some cases some of these patients are able to pay 
small fees which are not accepted. 


It has been our feeling that if patients cannot 
secure necessary medical attention at rates which 
they can afford to pay, as outlined by the social 
worker, we will give them that care without any 
fee. This procedure does away with the constant 
ery that the middle class of patients cannot secure 
adequate care. It does away with the cry that 
county and city hospitals are accepting patients 
who should go to voluntary hospitals. The physi- 
cians are given a chance to render care and can- 
not be critical of the charitable institutions where 
care is rendered after their refusal. The pro- 
cedure could be abused and careful social service 
decisions are necessary even after patients are 
referred back by physicians. 


Progress and Results of Plan 


The plan was slow in starting because of the 
reluctance of the workers to refer cases at rates 
which they thought were ridiculously low. How- 
ever, they soon learned that the physicians were 
eager to assist and ready to receive cases regard- 
less of the fee. The question of hospital insur- 
ance is very important and plays a major role 
in this plan: The majority of patients when first 
seen are purely medical cases who are not in need 
of hospital care. The hospital insurance plan is 
stressed to this class and every effort made to 
see that the patients subscribe which relieves a 
great deal of the pressure when the necessity for 
hospitalization arrives. With the advent of com- 
bined health and hospital insurance we may again 
see a change. It is too early to predict, for up 
to the present time it is difficult for an individual 
to secure this plan unless he is a member of a 
group. I also believe the rates are somewhat in 
excess of what the middle class can afford. New 
efforts are being made to supply limited care for 
cheaper rates which would allow us to incorpo- 
rate a larger group in the plan. 


From August 7, 1933, to July 1, 1940, a period 
of approximately seven years, 1798 patients 
were referred by the social service department. 
This means about 256 patients a year. The total 
number includes medical, surgical, obstetrical and 
others at fees ranging from full regular fees to 
50 cents per office call. The average range for 


obstetrical cases was $25. The average range for 


tonsil cases was $10 to $15. The total number 
of cases referred does not necessarily mean the 
total number of visits which these patients made. 
From previous experiences we can safely estimate 
that each case returned on an average of 214 to 
3 times which would mean that a total of 4500 
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to 5400 visits were made. The social service 
department aided the physicians in cases where 
their aid was necessary. At times the county 
ambulance would be used to return to their homes 
tonsil cases following surgery performed in the 
physicians’ offices. 


The physicians have been well satisfied with 
the plan and their cooperation has enabled it to 
succeed. Seven hundred visits per year cannot 
be brushed aside and are of value to private prac- 
titioners. 


The patients have been satisfied and repeatedly 
have expressed themselves as happy over the fact 
that they are able to secure private care at mod- 
erate rates. The benefits derived from our plan 
have not been voluminous; however, those re- 
ferred to private physicians and hospitals have 
been kept from the relief rolls. It is quite true 
that one hates to accept charity, but once an in- 
dividual is on charity it is very difficult to divorce 
him from it. It is thus better to keep as many 
as possible from our charitable lists and the fees 
for which some of our physicians have seen some 
of the cases indicates their desire to cooperate to 
keep the individuals from the charitable lists. 


In the past few years it has come to my atten- 
tion that the younger and newer physicians were 
receiving the majority of calls. It is natural to 
expect this. The older physicians feel that they 
have done their share and do not object to the 
younger and newer men receiving the major por- 
tion of the cases. This enables the newer physi- 
cians to contact people with whom they would 
otherwise not have contact. 


In Conclusion 


In conclusion I would say that the plan has 
merits and if properly conducted and with the co- 
operation of all parties can be successfully carried 
out. It enables the private physicians and volun- 
tary hospitals to accept patients if they so desire 
at modified rates. It enables the social workers 
to keep individuals from the relief rolls. It gives 
the social workers a chance to stress hospital in- 
surance. It enables this “white collar class” to 
maintain their self-respect and receive adequate 
and necessary care either at private hands or at 
the county institution. Above all it has created a 
feeling of friendship and cooperation between the 
medical profession and the county institution and 
has shown to the voluntary’ hospitals that the 
charity institutions are always eager to cooperate 
and do not desire to enter into competition with 
them on the care of patients. This happy medium 
insures better medical and hospital care in any 
community and the friendly feeling reflects upon 
the population as a whole. 
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Emily LeMoine Loveridge 
1860 - 1941 


Emily L. Loveridge, one of the fine characters 
which the field of hospital administration has de- 
veloped, died in the Good Samaritan Hospital, 
Portland, Oregon, April 26, at the age of 81 years. 
It was fitting that she should end her years of 
unselfish service in the institution she had so great 
a part in building and in which, as its superinten- 
dent for twenty-five years, she had made her 
home. 


Quiet, kindly, and with the wisdom of years of 
happy experiences, she was loved by physicians, 
nurses, patients and public, and idolized by her 
employees. 


She was a pioneer nurse, a hospital administra- 
tor when the majority of those who now direct 
our hospitals were in their youth. Her life was 
a constructive life, devoted to the development of 
nursing and nursing education and to the improve- 
ment of service to the sick in hospitals. 


Entering the nursing school in Bellevue Hospi- 
tal in 1888, graduating in 1890, she began her 
service at the Good Samaritan in May, 1890, and 
became the superintendent in 1905, retiring in 
1930. 


She was the dean of nurses and nursing educa- 
tion in the Northwest. She secured the passage 
of the Nurses’ Registration Law, the betterment 
of working conditions, and widening of opportu- 
nities for nurses. She lived through the pioneer 
days of hospital development like the tried and 
proven veteran she was. Her life was an example 
and an inspiration to every hospital administrator 
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and to every nurse. Her unfailing good nature 
and wholesome philosophy taught her students 
more in a moment than they could learn in a day 
in the classroom. Her idea of a hospital adminis- 
trator’s heaven was “a place where everybody gets 
well and there are no bills to pay.” 


Emily Loveridge was a member of the Ameri- 
can Hospital Association for twenty years and 
was at one time Vice-President. In 1931 she re- 
ceived the distinguished service plaque of the 
American Hospital Association: “In appreciation 
of her contribution to the care of the sick, to 
nursing education, and to hospital administra- 
tion.” 


The Oregon Journal in an editorial pays Miss 
Loveridge this fine tribute: 


“May 1, 1890, Emily L. Loveridge arrived in 
Portland to establish the first training school for 
nurses in the Pacific Northwest. That date marks 
the beginning of a great and useful life; a begin- 
ning that is related to no conceivable ending. 
Countless thousands more, who are yet to be born 
in far future times and places, may never even 
hear of her name or her living, yet they, with the 
rest of us, will be the beneficiaries of the work 
she did through forty active years in the Good 
Samaritan hospital. 


“The life of Emily L. Loveridge goes on, in a 
widening stream of human service, a stream that 
can never cease widening in depth and power, so 
long as it carries the spirit of dedication and serv- 
ice that it derives from the labors of the great 
woman who stands forever at its source. 


“Such a life never ends—and that is humanity’s 
greatest cause for faith and hope.” 





The Error of Complacency 


The shortest road to defeatism is complacency. 
In the serious times that are now with us and the 
more hazardous periods that may lie ahead of us, 
our hospitals cannot afford to be complacent 
about anything. We may take some small comfort 
in the thought that our country may be farther 
away from war than it was thirty days ago, but 
that affords no excuse for indifference, no justi- 
fication for our failure to prepare for any 
eventuality. 


In the conferences of our hospital people, where 
all hospital groups assemble, long papers are 
presented and much discussion follows on ways 
and means of developing hospital preparedness. 
In hotel lobbies and anterooms where small 
groups gather the topic of conversation is invari- 
ably concerning measures for defense. 


But how much evidence of preparation is af- 
forded in our institutions? What measures have 
been and are being employed to insure our hos- 
pitals full preparedness? Have we surveyed our 
physical plant, our stock rooms, our diagnostic and 
treatment facilities? Have we developed any plan 
to provide for personnel replacement? Are we de- 
veloping units for emergency service in the event 
of catastrophy? Are we doing anything to insure 
the uninterrupted service of our lighting, heating 
and power facilities? Is any attention being given 
to the water supply for the hospital in event that 
the usual supply is cut off entirely or is tem- 
porarily out of commission? What measures are 
we to take in the event that the normal sewage 
disposal facilities are interrupted? Have we 
made any provisions for an increased patient 
load in the event of disaster? Are we providing 
bomb-proofing for our operating and delivery 
rooms and bomb shelters for our patients and 
personnel? Are we giving constructive thought 
to the financial resources during the emergency 
period? Are we thinking constructively, plan- 
ning wisely, and working efficiently in due season 
and against the time when all these measures and 
many others become imperative? 


All these things are to be done. In their doing 
the hospital trustee, the administrator, the staff, 
the nurses, the engineer and every employee of 
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the hospital must work with understanding and 
with full and sincere cooperation. This is the part 
we play in the defense of our country. 


Hospitals! Wake up! 





State and Regional Hospital 
Associations 


Fifteen years ago there were but seven. state 
and regional hospital associations. Today there 
are forty-two in addition to the great national 
hospital associations. 


The development of hospitals, the improvement 
in hospital service, the advancement in hospital 
operation is in consonance with the steady 
growth in membership and influence of these 
associations. 


Until recent years the annual conferences of 
the associations were attended by only the faith- 
ful few, who were genuinely interested in hospi- 
tal service in their own state or group of states. 
This year these conferences brought together 
representatives of practically all the hospitals 
and the attendance ranged from a hundred or 
more in the smaller states to two or three 
thousand registered at the Western and Tri- 
State Conferences. 


Every personal element interested in hospital 
operation, trustee, administrator, member of the 
staff, nurses, and on down the line to nonprofes- 
sional employees, was in attendance and partici- 
pated in the programs of the conferences. 


When, the accomplishments of the state associa- 
tions, like Ohio, Pennsylvania, New England, 
New York, Mississippi, and Minnesota, and all 
of the others, for the hospitals in their states are 
reviewed, we can appreciate what great good 
they have done and are doing for their hospitals. 


Their strength lies in close cooperation through 
well-ordered organizations: in sound principles 
and procedures, developed after careful study by 
their councils and committees. They bring into 
close association the small hospital and the large 
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institution, the novice and the seasoned leader in 
the field of hospital administration. 


Through the work of these associations, the 
financial security of the hospitals has been estab- 
lished, favorable legislation has been enacted, and 
prejudicial laws and regulations have often been 
prevented. Good will for all their hospitals has 
been created in the public mind, and service to 
the patient has been perfected. 


These associations are soundly progressive, 
never militant. They serve humanity in the 
humility that always accompanies the care of the 
sick or injured. They promote the confidence of 
the public in the hospitals of their states, and 
best of all they maintain hospital service on the 
high plane of unselfish and unceasing devotion 
to the public welfare. 


The Seal of Professional Confidence 


The professional relationships between doctors 
and nurses and the patients they serve is tradi- 
tionally confidential. The information conveyed 
to them by the patient, often with reluctance and 
frequently without the patient’s knowledge, must 
be inviolable. The professional confidences be- 
tween physician, nurse, and patient is and should 
always be sacred. The patient’s trust should 
never be betrayed. 


Our courts, for the best of reasons, have uni- 
formly maintained this rule of evidence. The con- 
servation of the best interests of the patient and 
the public justify this rule. To change it would 
expose the most intimate, the most personal inter- 
ests of the patient to public criticism, and in many 
cases to social ostracism. No possible benefits 
could accrue to society or to the individual if con- 
fidences passed to physicians were divulged to a 
curious and a critical public. 


The physician or nurse who lightly regards his 
or her professional obligations as the custodian 
of the information gained from his patients in the 
course of his professional services merits and re- 
ceives the condemnation of his associates and is 
classed among those who are unworthy. 
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In New York State a law was passed by the 
State legislature “permitting the disclosure by 
physicians and nurses of professional information 
in certain cases.” Governor Lehmann, in his wis- 
dom, and in the exercise of the sound judgment 
for which he is so well known, promptly vetoed it, 
and again the sanctity of medical and nursing in- 
formation obtained in professional service is es- 
tablished. 





H. R. 4545 


Representative Lanham of Texas has intro- 
duced H.R. 4545, appropriating $150,000,000, 
primarily for “acquiring, maintaining and oper- 
ating schools, waterworks, water and sewage dis- 
posal systems, hospitals, and other places for the 
care of the sick, recreational facilities, and streets 
and access roads.” The purpose of this bill is 
to provide these facilities in communities that 
have greatly increased their population because 
of their proximity to military camps or munition 
manufacturing plants. The funds expended un- 
der the title may be in the form of a “lease, grant, 
loan, or contribution.” The administration of the 
funds appropriated will be under the Federal 
Works Administration. 


A provision of the Act is “No department or 
agency of the United States Government shall 
exercise any supervision or control over any hos- 
pital or other place for the care of the sick (which 
is not owned or operated by the United States) 
with respect to which any funds have been or may 
be expended under this title, nor shall any term 
or condition of any agreement under this title to, 
or on behalf of, any such hospital or place, pre- 
scribe or affect its administration, personnel or 
operation.” 


This bill has passed the House and is now be- 
fore the Public Buildings Committee of the Sen- 
ate. The Federal Security Administrator, Hon. 
Paul V. McNutt, in a hearing on the bill on May 
20, told the Committee that the $150,000,000 ap- 
propriated under the bill was but “a drop in the 
bucket,” and that his agency alone knows of needs 
for schools, medical facilities, and so forth esti- 
mated to cost $271,900,000. 
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The bill as passed by the House should meet 
the support of the hospital field. Its provision 
for community rather than Governmental control 
of these hospitals and places for the care of the 
sick follows the principles proposed by the Hos- 
pital Associations. 


Community control will insure community con- 
fidence and community support. It will contribute 
forcefully to the efficient administration and op- 
eration of these hospitals not only for the period 
of the emergency but through the years when 
normal conditions are restored to the communities 
in which these hospitals are built. 


a ee 


Strikes in Hospitals 


Hospitals are without exception interested in 
the physical and economic welfare of their em- 
ployees. Working conditions in hospitals are 
never worse and in a vast majority of instances 
they are much better than in industry. Sick 
leaves and vacation periods are as liberal as in 
other lines of employment. Wages are generally 
on a lower level, but hospitals have advanced 
wages consistently and as generously as their 
finances would permit. 


Hospitals had few difficulties with their em- 
ployees until labor organizations became militant 
organizations. The employees knew that their 
jobs were permanent ones, under reasonable sat- 
isfactory conditions of living and wage, and that 
in times of economic depression as well as in. more 
prosperous times their positions were secure. 
They were treated with consideration and 
courtesy. Their pay checks were received regu- 
larly. They had a sense of loyalty to the institu- 
tion and to the work in which they were engaged. 
They were respected and were self-respecting. 


With the large wage increases in industry and 
with labor placing organized units in the hos- 
pitals, dissatisfaction and discontent became wide- 
spread. Wage demands which the hospitals could 
not meet and which organized labor knew they 
could not meet were imposed upon the hospitals. 


When the representatives of the Hospital Asso- 
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ciations interviewed William Green, president of 
the American Federation of Labor, Mr. Green 
advised them that that organization would not 
call strikes or permit strikes to be called among 
hospital employees who were members of the 
A. F. of L. To his credit and to the credit of the 
organization which he directs the A. F. of L. have 
faithfully maintained this position. 


When John L. Lewis, who was represented in 
the conference by the C.I.O. attorney, was asked 
to take a similar position relative to strikes in 
hospitals, it was explained that “strikes were the 
workingman’s weapon” and beyond this no state- 
ment of policy was made. 


Hospitals care for a daily average of above 
700,000 patients, more than 30 per cent of whom 
pay nothing for their care, but are dependent 
upon the charity of the hospital. Many striking 
employees or members of their families have been 
charity patients in hospitals where employees are 
“on strike.” The patients in these hospitals suffer 
the lack of services which will restore them to 
their usual health and to their homes and varied 
occupations, all because labor is making demands 
which the hospital cannot possibly meet and still 
provide for the 30 per cent of their patients who 
cannot pay for their hospital care. 


The experience of a prominent, well-adminis- 
tered Pennsylvania hospital, which for fifty years 
has given its charity to the care of tens of thou- 
sands of the sick poor, is an example of the 
length to which the unreasonable demands of 
labor organizations may go. This hospital has 
been fair and liberal in its dealings with its em- 
ployees and has a long and enviable record of 
employee relationships. Yet its employees struck 
and this institution became the “guinea pig’’ upon 
which new and unreasonable experiments in labor 
relations are being made. The hospital is solv- 
ing the problem as best-it can. It has reduced its 
patients by 140, admitted only emergency cases, 
and will maintain its low occupancy until relief 
is granted by the Pennsylvania courts. 


Nobody gains through strikes in hospitals. Em- 
ployee, patient, hospital and public pay the heavy 
penalty of hospital “strikes.” 
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Tri-State Hospital Assembly 


National Defense, as it affects hospitals, was 
not only featured in a three-hour panel round 
table, but emphasized by lively discussion in al- 
most every session of the Tri-State Hospital As- 
sembly, meeting in. Chicago on May 7, 8, and 9. 

Dr. Benjamin W. Black, president of the Amer- 
ican Hospital Association, set the tone of this 
discussion by delivering an inspiring and exhaus- 
tive analysis of the role of hospitals in the na- 
tional emergency. He pointed out that “it is folly 
to prepare for anything less than war, or to ig- 
nore the facts with the cherished hope that by so 
doing, war will not be thrust upon us and that, 
accordingly, we shall be protected and preserved 
from the menace that seems to be coming nearer 
to us each day.” Rather, he said, ‘““we must come 
to realize that an all-out program of preparedness 
will seriously affect hospitals, particularly with 
regard to the maintaining of adequate personnel, 
facilities, services, supplies and income, and that 
hospitals must therefore take stock immediately 
and prepare for any eventuality.” 

James A. Hamilton, director of the New Haven 
Hospital in Connecticut, reviewed in consider- 
able detail plans already materializing in his 
community for protection against any emergency. 
Cities in Connecticut, he said, are ready to com- 
bat sabotage in their industrial plants “almost im- 
mediately.”” To meet the threat, local defense 
committees have already been set up in each city 
or town to plan civilian defense organization in 
support of regular police, fire, and military agen- 
cies. Already, he said, public health men have 
Surveyed supplementary sources of water supply, 
methods of sewage disposal, electricity sources and 
other utilities. New Haven has been divided into 
four zones by population density, acreage, indus- 
trial plants and facilities for aid to casualties. 
Supplies for first-aid work in mobile stations, with 
physicians and nurses already assigned, have been 
arranged. The American Legion is cooperating 
to supply trucks and drivers. A set of siren sig- 
nals has been arranged to indicate where disaster 
has occurred. The telephone company has been 
hooked up and hospital facilities, including emer- 
gencies, have been listed. Cots, personnel, types 
of treatment, emergency roads to replace those 
that may be bombed have been listed. The town 
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Among the Associations 





is organized to meet any catastrophe that may 
strike. 
Wednesday Morning, May 7 

The Assembly convened at the Stevens Hotel on 
Wednesday morning, May 7, with a registered at- 
tendance of 3000 from the four surrounding and 
participating states—Illinois, Indiana, Michigan 
and Wisconsin. The Wednesday morning session 
was devoted to the theme, “Trends Affecting Hos- 
pital Administration and Service.” Dr. Benjamin 
W. Black opened the discussion with a critical 
analysis of the subject, emphasizing particularly 
that “hospitals, despite many changes operative 
today, still remain without thought of profit, and 
must assume or continue to assume their respon- 
sibility to the public.” This was followed by a 
discussion on “Higher Standards for Professional 
Education and Training,” in which Dr. Robin C. 
Buerki, administrator of the State of Wisconsin 
General Hospital in Madison, stressed the fact 
that “the hospital today is as vital to professional 
education and training as the medical and nursing 
schools.” Hospitals, however, ‘must lead, not fol- 
low ... There is no future for hospitals unless the 
people have a real understanding of the hospital as 
a health and education center ... You can do the 
job,” he said, “if you are willing to accept the 
responsibility. The sun will rise again; will you 
be prepared for that occasion?” These remarks 
were emphasized by Joseph G. Norby, administra- 
tor of the Columbia Hospital in Milwaukee, in his 
discussion of the subject, “Increasing Service 
Standards.” Mr. Norby pointed out that service 
standards cannot be fixed; that they change con- 
tinually with the increasing pace of progress in 
medical science. “Standards that would have been 
regarded as luxuries yesterday,” he said, “are con- 
sidered as essential necessities today.” Increased 
service standards naturally increase the cost of 
hospital care, but, he continued, “the public will 
respond if and when it understands and appreci- 
ates the purposes and advantages of better serv- 
ices in hospitals.” 


Mr. Norby was followed by Dr. Arnold F. Emch, 
assistant secretary of the American Hospital As- 
sociation, who, after reviewing national legisla- 
tion as affecting hospitals, remarked that “if 
Great Britain goes down as a result of Nazi might, 
we shall then be confronted with a political and 
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economic—if not actually military—challenge, 
that will keep us in high gear for a long time; if, 
however, Great Britain, with our aid, is victorious, 
we shall then be confronted with the social forces 
of the aftermath that will then, even in a sense as 
now, tend more and more to stimulate or require 
government organization and action in the field 
of public welfare.” 

J. B. H. Martin, administrator of the Indiana 
University Medical Centér, then spoke on “Hos- 
pitalization of the Indigent Patient,” pointing out 
the advantages of a cooperative arrangement be- 
tween voluntary and government agencies, partic- 
ularly with respect to the care of indigents. “The 
problem of indigency,” he said, “should be the re- 
sponsibility of the local governments, which 
should work out arrangements with the local hos- 
pitals in each community.” Miss Margaret A. 
Rogers, R.N., administrator of the Children’s Hos- 
pital of Michigan in Detroit, followed with a paper 
on “Philanthropy.in Behalf of Hospitals,” in which 
she expressed the view that, “‘since a large per- 
centage of gifts come from persons earning 5000 
dollars or less, hospitals should not be discour- 
aged about philanthropic giving.” 

The last paper of the morning session, given by 
Graham L. Davis, consultant on hospitals for the 
W. K. Kellogg Foundation, dealt with the “Inte- 
gration of Hospital Service with Other Commu- 
nity Health and’ Welfare Activities.” In his paper 
Mr. Davis offered the view that health and welfare 
councils should be established in each community 
to coordinate all matters dealing with health. He 
suggested that health centers, rather than hospi- 
tals in the old sense, will be the logical develop- 
ment of the future. 

The meeting was adjourned after John R. Man- 
nix, director of the Michigan Hospital Service, 
presented a brief summary of the morning con- 
ference. 

Thursday Morning, May 8 

The general assembly on Thursday morning was 
devoted to the theme: Business Methods in the 
Hospital. Albert H. Scheidt, administrator of the 
Miami Valley Hospital, Dayton, Ohio, opened the 
discussion with a critical analysis of the subject. 

The general subject was then discussed from 
the standpoint of increasing the funds of the hos- 
pital, from the standpoint of credits and collec- 
tions, and from the standpoint of saving the hos- 
pital money. The first of these points of view was 
handled by Willis J. Gray, administrator of the 
Charles Godwin Jennings Hospital; Rev. Herman 
L. Fritschel, D.D., director of the Milwaukee Hos- 
pital, and Miss Ada Belle McCleery, R.N., of the 
Evanston Hospital. Mr. Gray approached the 
problem by discussing the various types of 
charges for services, such as inclusive rates; flat 
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rates; board, room and extra charges; and ho:- 


pital service plans. Reverend Fritschel review d 
the problem from the angle of non-operating iu- 
come, discussing various methods of securing ii- 
come, as for example, sustaining memberships, 
community chests, gifts, donations, etc. ‘“A\i- 
though hospitals,” he said, “must depend largely 
on revenue from patients, this income must be 
supplemented by income from _ non-operating 
sources.” Miss McCleery reviewed the problem 
in the light of funds secured through mail solici- 
tation. Her talk was rich with practical hints and 
advice. “It is equally important to know what 
not to do as to know what to do and how to do it,” 
she said. She was particularly critical of solici- 
tation efforts that were not based on adequate 
preparation. “The seed must be sown before the 
harvest. If one is asked to give too soon, the 
habit of not giving is formed—and that is fatal 
to success in raising funds.” Mail campaigns, 
she said, take time and effort, and an expense ac- 
count. But many hospitals have great potential 
support that is never touched or tapped which, if 
properly developed, will bring gratifying returns 
to the hospital. The hospital, she said, should do 
good work that is needed, interpret this work in- 
telligently to the public, and thank the people 
genuinely and courteously for any and every in- 
terest and assistance. 

Arthur J. Sullivan, credit manager of the Uni- 
versity Hospital in Ann Arbor, and George Swan- 
son, administrator of Ravenswood Hospital, Chi- 
cago, then discussed the problem of business 
methods from the standpoint of credits and col- 
lections. This was followed by a discussion from 
the standpoint of an efficient purchasing system 
by E. E. Salisbury, executive director of the Chi- 
cago Hospital Council, and of the control of issu- 
ance from stockrooms by Clinton F. Smith, ad- 
ministrator of Grant Hospital. J. Dewey Lutes, 
administrator of the Presbyterian Hospital, made 
the closing, summary remarks of the second gen- 
eral assembly meeting on Thursday. 


Friday Morning, May 9 


The Friday morning general assembly was de- 
voted to the theme: “Health Service for Hospital 
Personnel.” Ray M. Amberg, administrator of the 
Minnesota General Hospital, presented an exhaus- 
tive analysis of this subject from the point of 
view of the organization of a health service in the 
hospital. Not only did he lay down certain basic 
principles for consideration in this regard, but ex- 
plained in some detail how these are applied in his 
own institution. He left the impression that he 
has a complete and thorough health program at 
the Minnesota General Hospital. 

This discussion was followed by three papers on 
the advantages of an organized health service. 
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The first of these was by Dr. E. F. Collins, direc- 
tor of Grace Hospital in Detroit, who discussed 
the advantages from the point of view of the ad- 
ministrator. He pointed out that “the moral re- 
sponsibility of the hospital as a health center 
makes it important that it apply its own services 
and principles to its own employees ... “It is 
hoped,” he said, “that in the future all employees 
in hospitals will be given complete physicals and 
that hospitals will organize health services for 
their employees.” This was followed by a paper 
by Dr. Melvin L. Afremow, of Chicago, in which 
the advantages of a health service were discussed 
from the point of view of the director of the 
health service. He compared the health services 
at Cook County Hospital with those of the Minne- 
sota General Hospital, and stressed particularly 
the need of a program which would include cen- 
tralized preemployment and subsequent physical 
examinations of employees, tuberculosis preven- 
tion methods, programs for the prevention of in- 
jury and plans for the care of the injured, and 
methods generally for determining and adjusting 
health conditions in the hospital. George Peck, 
director of personnel at Michael Reese Hospital, 
expressed his complete accord with the health pro- 
grams described by the previous speakers, but 
suggested that a health service should also in- 
clude psychiatric consultation and dental care. 


The second half of the general morning assem- 
bly was devoted to the problem of health service 
for hospital personnel, with particular reference 
to tuberculosis. Dr. Edward T. Thompson, admin- 
istrator of the Mount Sinai Hospital in Milwaukee, 
opened the discussion by pointing out that in Wis- 
consin studies show that about 30 per cent of 
deaths resulting from tuberculosis occur in homes, 
30 per cent in sanitoria, and 30 per cent in gen- 
eral hospitals. “The study,” he said, “revealed 
that 87 per cent of Wisconsin general hospitals 
felt that they did not have any particular tuber- 
culosis hazards in their institutions. But,’ Doctor 
Thompson continued, “statistics prove this point 
of view to be not entirely correct.” He also stated 
that “the presence of tuberculosis among hospital 
employees is higher than in any industry.” This 
state of affairs led into a discussion by Dr. William 
H. Oatway, Jr., assistant physician, State of Wis- 
consin General Hospital, on the problem of pro- 
tecting hospital personnel against tuberculosis, by 
the use of photofluroscopy and the segregation of 
tubercular patients. Dr. Arthur A. Pleyte, of the 
Wisconsin Anti-Tuberculosis Association, also dis- 
cussed this same problem with particular effect. 
“One-fifth of all tuberculosis deaths,” he said, 
“happen in general hospitals.” In order to cor- 
reci this situation, each and every group or class 
of people associated with the hospital must be sold 
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on the importance and need of a prevention pro- 
gram in the hospital. He said, “The trustees, as 
well as the superintendents, the insurance car- 
riers, the physicians, the nurses, the employees, 
and the patients, must be sold.” After a brief 
summary of the morning session by Earl C. Wolf, 
director of purchases of St. Mary’s Hospital, and 
by Dr. M. L. Pollak, medical director of the Peoria 
Municipal Tuberculosis Sanitarium, the meeting 
was adjourned. 

Each of the three afternoons of the Assembly 
found numerous sectional conferences in session 
with outstanding speakers and discussants. Every 
aspect of hospital administration and its allied 
fields was covered, and ample opportunity was of- 
fered to have particular and specific questions an- 
swered either in the afternoon conferences or 
through the extensive consultation service which 
was available Wednesday and Thursday afternoon 
from 4:15 to 5:30 o’clock. 

A notable feature of the Assembly was the 
luncheon meeting on Thursday in honor of Miss 
Ada Belle McCleery, recently retired as superin- 
tendent of Evanston hospitals. 

The Annual Tri-State Banquet and Dance was 
particularly congenial, especially after a most en- 
tertaining and witty address by Dr. Gordon J. 
Laing, professor emeritus of Latin and alumni 
dean, University of Chicago. A beautiful, en- 
graved silver platter was presented to Dr. Robin 
C. Buerki, by the Tri-State Hospital Assembly, 
for his energetic and spirited services as chair- 
man of the Assembly. 

Officers of three participating state hospital as- 
sociations were elected as follows: 


Illinois Hospital Association 


President: Charles A. Lindquist, Sherman Hos- 
pital, Elgin 

First Vice-President: Sister M. Cecilia, St. Jo- 
seph’s Hospital, Bloomington 

Second Vice-President: William H. Tenney, 
Illinois Masonic Hospital, Chicago 


Secretary-Treasurer: Victor 8. Lindberg, Vic- 
tory Memorial Hospital, Waukegan 


Indiana Hospital Association 

President: Sister Rose, St. Vincent’s Hospital, 
Indianapolis 

President-Elect: Hannah Rosser, Vermillion 
County Hospital, Clinton 

Vice-President: Maude Woodward, Putnam 
County Hospital, Greencastle 

Treasurer: Frank G. Sheffler, Union Hospital, © 
Terre Haute (reelected) 

Executive Secretary: Albert G. Hahn, Protes- 
tant Deaconess Hospital, Evansville 








71 








ane. 


Michigan Hospital Association 


President: Amy Beers, R.N., Hackley Hospital, 
Muskegon 

President-Elect: Graham L. Davis, W. K. Kel- 
logg Foundation, Battle Creek 

First Vice-President: Rev. J. L. Ernst, Evan- 
gelical Deaconess Hospital, Detroit 

Second Vice-President: J. A. Blaha, Grand 
View Hospital, Ironwood 

Secretary: Robert G. Greve, University Hospi- 
tal, Ann Arbor 





Carolinas-Virginias Hospital Conference 
The Carolinas - Virginias Hospital Conference 
held its eleventh annual convention in Greenville, 
South Carolina, on April 24, 25, and 26, with a 
registered attendance of more than 500 persons. 

The two principal speakers at the opening ses- 
sion on Thursday morning were G. P. Snow of 
Chicago and Raymond P. Sloan, editor of the 
Modern Hospital, who spoke, respectively, on “The 
Hospital Administrator and the Hospital Sales- 
man” and “What Is Good Hospital Publicity?” 
The afternoon session, Dr. Arnold F. Emch, as- 
sistant secretary of the American Hospital As- 
sociation, spoke on the subject, “Why Association 
Membership?” Mrs. Paul Dana, past-president of 
the Moore Hospital Auxiliary at Pinehurst, North 
Carolina, spoke on “Auxiliaries”; and W. N. Wal- 
ters, superintendent of the Lewis-Gale Hospital in 
Roanoke, Virginia, spoke on “How We Are Edu- 
cating Our Personnel.” 

The evening session was devoted to a Presi- 
dent’s buffet supper and dance, with selections by 
the Greenville Rotary Boys’ Chorus. 

The Friday morning session was opened with a 
paper by Miss Sara Hamilton, R.N., of Moore 
County Hospital, Pinehurst, North Carolina, on 
“The Staff Nurses’ Place in the Community.” 
This was followed by a talk on “Red Cross Nurs- 
ing and National Defense,” by Miss Alice Dugger, 
R.N., nursing consultant of the American Red 
Cross in Washington. Miss Dugger expressed the 
belief that the defense program should be re- 
garded not as a temporary, but as a permanent, 
program, and that hospitals should adjust their 
activities and plans accordingly. She reviewed at 
length plans and activities of the American Red 
Cross which is, by Congressional enactment, the 
official reservoir of nurses for the United States’ 
Government. This discussion was followed by 
Miss Anna D. Wolf, R.N., director of the School 
of Nursing and Nursing Services, Johns Hopkins 
University, Baltimore, who spoke on “Some Con- 
siderations cf the Accrediting Program of the Na- 
tional League of Nursing Education.” She ex- 
pressed the view that, notwithstanding the fact 
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that most of the 1300 schools of nursing in this 
country are administered by hospitals, the accred- 
iting of these schools should proceed through the 
League. In support of this opinion, she reviewed 
the history of the accreditation program. Some 
of the points she stressed were: that accredita- 
tion should be by the profession and hence by the 
League; that it is inadvisable to grade schools as 
A, B, C, etc.; that a national, rather than a local, 
plan of accreditation was desirable; that the pro- 
gram would have to be self-supporting; that 
standards of accreditation should be reasonable 
and not too inflexible; and that accreditation 
should be made not on data alone but as a result 
of actual inspection. The last discussion Friday 
morning was by Dr. John Elliot of the Rowan 
Memorial Hospital in Salisbury, North Carolina, 
on “Blood and Plasma Banks.” In this discus- 
sion Doctor Elliot remarked that comparatively 
few hospitals prepare or keep plasma for their 
services, despite the fact that blood plasma is now 
one of the most important facilities in clinical 
medicine. 


The Friday afternoon session heard Miss Nelda 
Ross, president-elect of the American, Dietetic As- 
sociation, on “The American Dietetic Association 
in National Defense.” Since at least 400 dieti- 
tians will be required for national. defense this 
year alone, it is necessary to consider ways and 
means to fill in the gaps which will be made in 
hospitals by this call of dietitians into the military 
service. Charles H. Dabbs, administrator of the 
Tuomey Hospital, Sumter, South Carolina, then 
discussed the general problems for hospitals aris- 
ing as a result of the national defense program. 
This discussion was followed by Dr. T. L. Harris, 
director of St. Joseph’s Hospital in Parkersburg, 
West Virginia, who spoke on the subject, “The 
Hospital from the Standpoint of the Patient,” 
stressing particularly the theme of hospitality in 
a hospital where the patient should be treated as 
a guest. Prior to the general round table, which 
was conducted by Dr. Lewis E. Jarrett, director 
of the Hospital Division of the Medical College of 
Virginia in Richmond, the chairman called upon 
Dr. Arnold F. Emch to discuss the problem of 
“Legislation Affecting Hospitals,” in which Doc- 
tor Emch reviewed various pertinent bills pend- 
ing in Congress and the activities of the Ameri- 
can Hospital Association with regard to legisla- 
tive matters. 


The Saturday morning session heard a number 
of interesting papers and discussions, such as 
“The Evolution of a Medical Records Librarian,” 
by Miss Jennie C. Jones, councilor of the Ameri- 
can. Association of Medical Record Librarians; 
“A Review of the National Convention of the 
American Hospital Association,” by F. Oliver 
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Bates, administrator of the Roper Hospital in 
Charleston; “Hospital Service Plans as a Social 
Force,” by M. Haskins Coleman, executive direc- 
tor of the Richmond Hospital Service Association, 
and “Increasing Costs and How Best to Meet 
Them,” by Charles E. Vadakin, superintendent of 
the Fairmont General Hospital in Fairmont, West 
Virginia. 

The annual Banquet and Ball furnished the 
members present an opportunity to relax and to 
enjoy the fine hospitality characteristic of these 
Carolinas-Virginias Hospital Conferences. The 
Parker girls chorus gave a beautiful perform- 
ance, which was followed by an address on “The 
Spirit of America,” by Dr. J. Rian McKissick, 
president of the University of South Carolina. 

The Virginia Hospital Association. will be the 
host for the twelfth annual convention of the 
Carolinas-Virginias Hospital Conference next 
year. 

The officers of the Virginia Hospital Associa- 
tion were elected as follows: 

President—Arthur H. Perkins, Superintendent 

of the Riverside Hospital, Newport News 

Vice-President—Stuart G. Aldhizer, Business 

Manager of the Rockingham Memorial Hos- 
pital, Harrisonburg 

Secretary—M. Haskins Coleman, Executive Di- 

rector of the Richmond Hospital Service As- 
sociation, Richmond 

Treasurer—W. L. Beale, Assistant Superin- 

tendent of the Hospital Division of the Med- 
ical College of Virginia in Richmond 

Officers of the West Virginia Hospital Asso- 
ciation were elected as follows: 

President—Dr. Hu C. Meyer, Superintendent of 

the Meyer Clinic in Philippi 
President-elect—J. Stanley Turk, Superintend- 
ent of the Ohio Valley General Hospital, 
Wheeling 

Vice-President—Dr. Dean L. Hosmer, Bluefield 
Sanitarium, Bluefield 

Secretary - Treasurer — Charles F. Runyon, 
Charleston General Hospital, Charleston 

The officers elected for the North Carolina Hos- 
pital Association. are as follows: 

President—J. L. Melvin, Superintendent of the 

Park View Hospital, Rocky Mount 

President-elect—Dr. J. B. Whittington, City 

Hospital, Winston-Salem 

Secretary-Treasurer—Sample B. Forbus, Su- 

perintendent, Watts Hospital, Durham 

The election of the officers for the South Caro- 
lina Hospital Association did not take place until 
their annual meeting on May 16, this year. 
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The Annual Convention of the lowa 


Hospital Association 

The meeting of the Iowa Hospital Association 
was held in Des Moines on April 21, 22, and 23, at 
the Fort Des Moines Hotel. 

The meeting opened on Monday, April 21, with 
a noon luncheon at which President R. J. Connor 
presided. Greetings were extended to those pres- 
ent by a member of the Iowa Medical Associa- 
tion. 

The afternoon meeting consisted of the intro- 
duction of the exhibitors by George J. Hooper, 
president of Hospital Industries. This was fol- 
lowed by the annual business meeting and reports 
were given by the President, Treasurer, and Coun- 
cil Chairmen. 

The Monday evening meeting was held in 
St. Ambrose Hall at Mercy Hospital. The pro- 
gram consisted of an “Information Please” at 
which J. Dewey Lutes of the Presbyterian Hos- 
pital in Chicago acted as interlocutor. Our Board 
of Experts consisted of Dr. B. W. Black, Oakland, 
California; Dr. A. C. Bachmeyer, Chicago; Dr. 
T. R. Ponton, Chicago; and Albert Scheidt, Day- 
ton, Ohio. 

On Tuesday Miss Grace Heller of Cherokee 
presided at the morning meeting. Dr. A. C. Bach- 
meyer of the University of Chicago Clinics dis- 
cussed the subject of “Hospital Administration” 
with particular reference to small hospitals. This 
was followed by a round table discussion lead by 
Dr. A. F. Branton, secretary of the Minnesota 
Hospital Association. 


Dr. John Peck, State Sanitarium, Oakdale, Iowa, 
presided at the noon luncheon at which an ad- 
dress was. given by Dr. Francis Bean of the Uni- 
versity Hospital at Omaha, Nebraska. 


The afternoon meeting was conducted by Presi- 
dent R. J. Connor at which the election of officers 
and delegates to the House of Delegates was held. 
A report was also given by Miss Lillian Zindell 
of the Atlantic Hospital on “County Rates to 
Hospitals,” as they exist in the State of Iowa. 

Following this the annual meeting of Hospital 
Service, Incorporated, of Iowa was held. F. P. 
G. Lattner, executive secretary, presided in pre- 
senting the annual report. 


The annual banquet was held in the Grand Ball 
Room on Tuesday evening with President R. J. 
Connor presiding. After the introduction, of dis- 
tinguished guests, Dr. B. W. Black of Alameda 
County Institutions of Oakland, California, and 
President of the American Hospital Association, 
discussed the topic of “The Modern Hospital in 
This New Day.” 

On Wednesday morning the meeting was held 
in the South Ball Room with A. L. Langehaug of 
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the Luthern Hospital of Ft. Dodge presiding. Miss 
Florence Wesslund of the Iowa Methodist Hos- 
pital, Des Moines, gave a short talk on the sub- 
ject of “Refresher Courses,” as conducted in the 
state of Iowa. Then Albert Scheidt gave a talk 
on “Credits and Collections.” 


Meeting with the Association at the Twelfth 
Annual Convention were the Iowa State Dietetic 
Association, the Iowa State Record Librarian’s 
Association, the Iowa Society of X-Ray Techni- 
cians, the Iowa Occupational Therapy Association, 
the Iowa State Society of Nurse Anesthetists, and 
the Iowa State Society of Hospital Pharmacists. 


The meeting date of our next convention will 
be April 27, 28, and 29, 1942. It will again be 
held at the Fort Des Moines Hotel, in Des Moines, 
Iowa. 


Officials Elected for 1941-1942 


President—Mary Elder, Burlington Hospital, 
Burlington, Iowa 

First Vice-President—Paul Hansen, Iowa Luth- 
ern Hospital, Des Moines, Iowa 

Second Vice-President—Sister M. Ursula, St. 
Joseph’s Mercy Hosiptal, Dubuque, Iowa 

Secretary—Orville Peterson, Eldora Memorial 
Hospital, Eldora, Iowa 


Treasurer—A. L. Langehaug, Lutheran Hos- 
pital, Ft. Dodge, Iowa 


—_—<>____—— 


Hospital Association of New York State 


The Hospital Association of New York State 
met in its Seventeenth Annual Convention May 
21-23 at the Hotel Pennsylvania, New York City, 
under the Presidency of Dr. Frederick MacCurdy. 


The attendance was larger than in previous 
years, and the Technical and Educational Exhibit 
was more extensive. Under the direction of Carl 
Wright, the executive secretary, these exhibits, 
representing the leading manufacturers and pur- 
veyors of hospital equipment, were particularly 
well arranged. 

The program centered largely around the Na- 
tional Defense Program and the participation of 
the hospitals therein. The opening session, with 
John Hayes, the superintendent of Lenox Hill Hos- 
pital, presiding, was confined to administrative 
problems and presented discussions by William B. 
Seltzer of the Bronx Hospital, on “Administrative 
and Statistical Control”; a representative of the 
Consumers’ Division of the Defense Commission, 
“Government Steps to Protect the Consumer,” and 
William A. Gately, “How Shall We Face a Seller’s 
Market?” all practical discussions, well presented, 
and of particular interest to hospitals. The ses- 
sion closed with a Round Table on “Administra- 
tive Problems.” 
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The Annual Banquet was held on Wednesd:y 
evening. 

At the Thursday afternoon session, Moir ?, 
Tanner of Children’s Hospital, Buffalo, presided. 
The meeting was addressed by Edward Williams 
of Becton, Dickinson and Company on “The Re- 
lationship of the Manufacturer to the User of Hos- 
pital Supplies”; Everett W. Jones of Albany Hos- 
pital on “Further Problems of the Relationships of 
Welfare Commissioners with Voluntary Hospi- 
tals,” and David Q. Hammond of Flower Hospital 
on “Public Relations Today.” 'The Round Tables 
were conducted by Moir P. Tanner. At the session 
the officers of the Association for the coming year 
were elected. 

At the Friday morning session Dr. Basil C. Mac- 
Lean, president-elect of the American Hospital 
Association, was in the chair. “The State De- 
fense Program” was presented by the Honorable 
Lee B. Miller, superintendent of Cornwall Hospi- 
tal and chairman of the New York State Commis- 
sion to Formulate a Long-Range Health Program. 

An interesting feature of this session’s program 
was a panel on “Personnel Problems,” with the 
following participating: “Nursing Personnel,” 
Dr. Frederick MacCurdy ; “Medical Personnel,” Dr. 
Claude W. Munger; “Non-Professional Person- 
nel,” Rev. J. J. Bingham; “Training and Instruc- 
tion of New Interns by the Medical Record Libra- 
rian,” by Edith T. Field, R.R.L. of Grasslands 
Hospital. The session closed by a Round-Table 
conducted by Dr. Basil C. MacLean. 

Leighton M. Arrowsmith presided at the after- 
noon session. At this session a demonstration was 
staged by a local hospital association. The report 
of the Resolutions Committee was received and 
the officers for the coming year were inaugurated. 


The active and institutional membership of the 
Association has reached 681, a new high. 


iene ate: 
Minnesota Hospital Association 

The Minnesota Hospital Association held its 
eighteenth annual convention in St. Paul, Minne- 
sota, May 22 to 24. Meeting concurrently with 
the hospital association were the Minnesota As- 
sociation of Nurse Anesthetists, Minnesota Diet- 
etic Association, Minnesota Chapter of National 
Executive Housekeepers’ Association, Minnesota 
Association of Hospital, Medical and Institution 
Librarians, Minnesota Nurses’ Association, Minne- 
sota Association of Medical Record Librarians, 
Minnesota District of American Association of 
Medical Social Workers, Minnesota Society of 
Medical Technologists, Minnesota Occupational 
Therapy Association, Minnesota Hospital Phar- 
macists, and the Minnesota Chapter of the Amer- 
ican Physiotherapy Association. 

Raymond M. Amberg, president of the Minne- 
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sota Hospital Association, and Dr. A. F. Branton, 
executive secretary, arranged an interesting pro- 
gram for the convention. 


At the opening session on Thurday afternoon, 
Mr. Amberg delivered his presidential address 
and the various reports were presented. 


The Thursday evening session was held at St. 
Joseph’s Hospital. This was a supper meeting in 
honor of L. G. Foley, for many years one of the 
outstanding administrators in Minnesota, Mr. 
Amberg presiding as master of ceremonies. Jo- 
seph E. Norby, past president of the Minnesota 
Hospital Association, and now administrator of 
Columbia Hospital, Milwaukee, Wisconsin, deliv- 
ered an address, “All Honor to You, L. G. Foley,” 
the Association’s tribute to Mr. Foley. 


On Friday morning the subjects discussed were 
“Report on Inventory of Nurses,” by Ida M. Mac- 
Donald, secretary of the Minnesota Nurses’ As- 
sociation; “Anesthetic Explosions,” by Dr. Jane 
Musselman, University of Minnesota; “Danger of 
a Poorly Trained Physiotherapist,” by Dr. Miland 
Knapp of Minneapolis, ending with a round table 
conducted by Erma Boehme of Ancker Hospital, 
St. Paul. 


At the luncheon on Friday the speaker was Dr. 
Bert W. Caldwell, executive secretary of the 
American Hospital Association. 


Eda Kamrath, vice-president of the Minnesota 
Hospital Association, presided at the Friday after- 
noon meeting, the theme of which was “Safe Care 


_ of the Patient.” The addresses were delivered by 


hospital administrators from neighboring states. 
“Responsibility of the Administration” was pre- 
sented by George Kienholz, Pierre Clinic, Pierre, 
South Dakota; “The Nursing Staff,” by Sister 
Alan, St. Alexius Hospital, Bismarck, North Da- 
kota; “The Medical Staff,” by Milo F. Dean, Mon- 
tana Children’s Home and Hospital, Inc., Helena, 
Montana; “The Maintenance Staff,” by R. J. Con- 
nor, University of Iowa Hospital, Iowa City; “The 
Public,” by Rev. Herman Fritschel, Milwaukee 
Hospital, Milwaukee, Wisconsin. The session 
closed with a round table lead by Victor M. Ander- 
son, Abbott Hospital, Minnesota, and Mabel Kor- 
sell, Itasca Hospital, Grand Rapids. 


The annual banquet was held on Friday evening. 


Saturday morning was given over to a break- 
fast for members of the American College of Hos- 
pital Administrators, with Sister Patricia, St. 
Mary’s Hospital, Duluth, presiding. The guest of 
honor was Dr. Arthur C. Bachmeyer, president 
of the American College of Hospital Administra- 
tors. The Report of the State Defense Committee 
Was presented by Paul Fesler, Nopeming Sana- 
torium, Nopeming. The round table on Saturday 
morning was led by Dr. Malcolm T. MacEachern, 
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associate director of the American College of Sur- 
geons; Ada Belle McCleery of Evanston, Illinois; 
and Doctor Bachmeyer. 

On Saturday a luncheon meeting was held for 
representatives of hospitals who are members of 
the Minnesota Hospital Service Association and 
all others who are intérested in the Minnesota 
Hospital Service Association. The presiding of- 
ficers were James McNee of St. Luke’s Hospital, 
Duluth, president, and Arthur M. Calvin, execu- 
tive secretary of the Minnesota Hospital Service 
Association. 





The New Jersey Hospital Association 

The New Jersey Hospital Association. held its 
seventeenth annual convention at Hotel Dennis, 
Atlantic City, May 15-17. One of the features 
of this convention was the technical and educa- 
tional exhibit, occupying a large portion of the 
lower lobby and arranged by Dr. George O’Han- 
lon, medical director of Medical Center in Jersey 
City, who is executive secretary of the Associa- 
tion. 

The president, F. Stanley Howe, director of 
Orange Memorial Hospital in Orange, and the 
executive secretary, Dr. George O’Hanlon, ar- 
ranged a program that was of unusual interest. 


President Howe presided at the opening session 
on Thursday. “A Symposium on Defense” was 
presented, with Honorable William J. Ellis, Com- 
missioner, Department of Institutions and Agen- 
cies, Trenton, New Jersey, as chairman. The 
participants were Dr. D. W. Scanlan of Atlantic 
City, “Medical Profession”; Marie Wooders, pres- 
ident of the New Jersey State League of Nursing 
Education, Hackensack Hospital, Hackensack, 
“Nursing Profession”; Mrs. Louis H. Gold, presi- 
dent of the Ladies Guild of Newark Beth-Israel 
Hospital, “Auxiliaries”; I. E. Behrman, director 
of the Beth Israel Hospital of Newark, “The Hos- 
pital and National Defense’; John McClellan, 
superintendent of Inspection Department of the 
Schedule Rating Office, Newark, “Fire Protec- 
tion”; and Honorable William J. Ellis, “Health 
and Welfare Groups.” This meeting was closed 
with a discussion by Dr. Bert W. Caldwell, execu- 
tive secretary of the American Hospital Associa- 
tion. 

At the Friday morning session the following 
subjects were presented: “Safety in Hospitals,” 
by George H. Buck, superintendent of Mercer 
Hospital, Trenton, and discussed by Anthony W. 
Eckert, superintendent of Fitkin Memorial Hos- 
pital, Neptune; “Compensation Rates,” by Ber- 
nard E. Hamilton, assistant manager of Compen- 
sation Rating and Inspection. Bureau of New Jer- 
sey, Newark, and discussed by Harry S. Medinets, 
Deputy Commissioner of Labor; and the reports 
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of the president, secretary, treasurer, legislative 
committee, and nominating committee. 

At the Friday afternoon session, Dr. Haven 
Emerson, president of National Conference on 
Nomenclature of Disease, New York City, dis- 
cussed “The Uses of Uniform Nomenclature of 
Disease for Various Administrative, Clinical and 
Demographic Purposes.” This was followed by 
small round table discussions on “Uniform Ac- 
counts and Statistics and Collection of Accounts,” 
lead by Dr. Emil Frankel, director of the Division 
of Statistics and Research, Trenton; “Trustees 
Section,” by Curtis R. Burnett, executive vice- 
president of the Hospital Service Plan of New 
Jersey, Newark; “Nurses Aids and Volunteers,” 
by Eleanor E. Hamilton, R.N., superintendent of 
Presbyterian Hospital, Newark; and “Purchasing 
and Issuance,” by Samuel Cohn, purchasing agent 
of Newark Beth Israel Hospital, Newark. 

The annual banquet was held on Friday eve- 
ning, with F. Stanley Howe presiding. The speaker 
was Lillian E. Peak, president of the New Jersey 
Dietetic Association. 

At the Saturday morning session the following 
topics were presented: “Blood Plasma and Blood 
Banks,” by Dr. E. H. L. Corwin, managing direc- 
tor, Blood Transfusion Association, New York 
City; “Relationship of the General Hospital to 
Psychiatry,” by Dr. J. Berkeley Gordon, medical 
director of New Jersey State Hospital, Marlboro; 
and “Laboratory Service of the Hospital,” by 
Catherine Welsh, chief medical technologist of 
Bergen Pines, Ridgewood. 

The officers for the coming year are: 


President—Otis N. Auer, Monmouth Memorial 
Hospital, Long Branch 
Treasurer—Thomas J. Golden, Medical Center, 
Jersey City 
Executive Secretary—Dr. George O’Hanlon, 
Medical Center, Jersey City 
en 


Mid-West Hospital Association 

The Mid-West Hospital Association held its fif- 
teenth annual meeting in Kansas City, Missouri, 
April 24-25. The states comprising this associa- 
tion are Arkansas, Colorado, Kansas, Missouri, 
Nebraska and Oklahoma. The attendance was 
thirty per cent larger than any previous conven- 
tion. 

The opening session was presided over by the 
president, Dr. Herbert A. Black, administrator 
of Parkview Hospital, Pueblo, Colorado. Dr. Ben- 
jamin W. Black, president of the American Hos- 
pital Association and medical director of Alameda 
County Institutions, Oakland, California, deliv- 
ered an address on “How the National Defense 
Program is Affecting and Will Affect American 
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Hospitals”; Carl Erikson of Schmidt, Garden & 
Erikson, architects of Chicago, spoke on “A Mod- 
ernization Program for the Hospital—Alterations 
and Improvements”; Alden B. Mills, managing 
editor of Modern Hospital, Chicago, spoke on 
“Hospital Salaries”; Dr. E. Kip Robinson, ex- 
ecutive officer and gynecologist of Cancer Clinic, 
Kansas City General Hospital No. 1, Kansas City, 
Missouri, spoke on “The Duties of the Small and 
the Large Hospitals in Providing Cancer Clinics 
to Serve Their Communities”; and Dr. Ferdinand 
C. Helwig, pathologist of St. Luke’s Hospital, 
Kansas City, Missouri, closed the session with an 
address on “Blood Banks and _ Intravenous 
Therapy.” 

The Thursday and Friday afternoon sessions 
were devoted to special section meetings on pur- 
chasing, women’s auxiliaries, nurse anesthetists, 
dietetics, record librarians, housekeepers, ac- 
countants, pharmacists, nursing and _ hospital 
service plans. This plan of holding concurrent 
sectional meetings each afternoon proved most 
satisfactory, and each sectional group voted to 
hold similar meetings each year. 

The annual banquet was held on. Thursday eve- 
ning, with Dr. Herbert A. Black, presiding. The 
speaker was Howard T. Hill, head of the depart- 
ment of Public speaking, Kansas State College 
of Agriculture and Applied Science, Manhattan, 
Kansas. 

On Friday morning after the business session 
Dr. Malcolm T. MacEachern. conducted the round 
table session. 

The trustees held a luncheon meeting on Fri- 
day, at which Frank J. Walter, superintendent of 
St. Luke’s Hospital, Denver, Colorado, presided. 

The officers elected for the coming year were: 

President—E. E. King, Superintendent, Mis- 
souri Baptist Hospital, St. Louis, Missouri 

President-Elect—Florence King, Administra- 
tor, Jewish Hospital, St. Louis, Missouri 

First Vice-President—L. C. Austin, Superin- 
tendent, Menorah Hospital, Kansas City, Missouri 

Second Vice-President—Rev. William Schaef- 
ers, St. Francis Hospital, Wichita, Kansas 

Secretary-Treasurer—John F. Latcham, Busi- 
ness Manager, Colorado General Hospital, Den- 
ver, Colorado. 





Officers of Georgia Hospital Association 
At the annual meeting of the Georgia Hospital 
Association, held in New Orleans on April 18, 
the following officers were elected: 
President—George R. Burt, Superintendent, 
Piedmont Hospital, Atlanta 
President-Elect—Margaret Scott, R.N., Super- 
intendent, City-County Hospital, La Grange 
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Secretary-Treasurer—Jessie M. Candlish, R.N., 
Superintendent, Egleston Hospital, Atlanta 





Officers of Hospital Purchasing Section 
of Tri-State Hospital Assembly 


At a meeting of the Hospital Purchasing Sec- 
tion of the Tri-State Hospital Assembly, held 
May 7 at the Stevens Hotel, Chicago, the follow- 
ing officers were elected: 

Chairman—Charles O. Auslander, Purchasing 
Agent, Michael Reese Hospital, Chicago, Illinois 


ef 
oe 





Vice-Chairman—Mrs. Gladys Mcllroy, Meth- 
odist Hospital, Indianapolis, Indiana 


Secretary — Herman Zaggman, Purchasing 
Agent, Butterworth Hospital, Grand Rapids, 
Michigan 

——. 


Association of Western Hospitals 


The Sixteenth Annual Convention of the Asso- 
ciation of Western Hospitals will be held at the 
Olympic Hotel, Seattle, Washington, April 13-16, 
1942. 





Gifts to Bacon Library 


The Board of Trustees of the American Hos- 
pital Association and the Bacon Library Com- 
mittee of which Miss Ada Belle McCleery is 
Chairman acknowledge with grateful apprecia- 
tion these generous gifts to the Bacon Library. 


New England Hospital Association. .$100.00 





Massachusetts Hospital Association. 50.00 
Tri-State Hospital Assembly (Illinois, 
Wisconsin, Indiana, Michigan).... 200.00 
Asa §. Bacon, in memory of Dr. 
rea TE WOM co cc ccdceences 10.00 
MD <siiciand een ad a Redea ONOS $360.00 


These contributions will greatly assist in de- 
veloping the present purposes of the Library or 
may form the nucleus of an endowment for the 
Library which will insure its security and con- 
tinued development as other gifts and benefac- 
tions are added to it. 


ee 


Ritz E. Heerman Decorated 


Ritz. E. Heerman, superintendent of the Cali- 
fornia Hospital, Los Angeles, California, has re- 
ceived the insignia of the Royal Order of Vasa, 
First Class, bestowed upon him by His Majesty 
the King of Sweden. This decoration is given to 
Americans of Swedish heritage who have 
achieved distinction in their line of work or as- 
sisted in furthering Swedish culture. 


This honor was bestowed upon Mr. Heerman 
for achieving prominence for his work in the 
hospital field as superintendent of the California 
Hospital and as president of the Associated Hos- 
pital Service of Southern California. Mr. Heer- 
man organized the Associated Hospital Service 
of Southern California to enable wage earners to 
pay for their hospital bills on. the month prepay- 
ment plan. This organization is a member of 
the Blue Cross organization of the American Hos- 
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pital Association and is affiliated with fifty-six 
hospitals in Southern California. 





Melvin L. Sutley Named Managing Director 
of Delaware County Hospital 


In recognition of his outstanding services to 
the Delaware County Hospital of Drexel Hill, 
Pennsylvania, and to the community, by unani- 
mous action of the Board of Trustees of the hos- 
pital, Melvin L. Sutley has been elected a member 
of the Board, with the title of Managing Director. 


Throughout his period of service, Mr. Sutley 
has taken an active part in community welfare 
work. He is at present a member of the Board 
of Trustees of the Family Society of Upper Darby ; 
of the Boys’ Club of Upper Darby and of the Vis- 
iting Nurses Association of Eastern Delaware 
County and a member of the Executive Commit- 
tee of the Delaware County Welfare Council. He 
was a charter Fellow of the American College of 
Hospital Administrators; a former President of 
the Hospital Association of Pennsylvania; and 
has been a member of the State Hospital Associa- 
tion Legislative Committee for many years. 





Dr. Clement C. Clay Assigned to Duty in 
the Medical Corps of the U. S. Navy 


Dr. Clement C. Clay, medical director of St. 
Barnabas Hospital, Minneapolis, Minnesota, since 
1939, has resigned, effective July 1, to enter ac- 
tive service in the U. S. Navy as a Lieutenant in 
the Medical Corps of the U. S. Naval Reserve. 
Prior to going to Minneapolis, Dr. Clay was med- 
ical assistant to the director of the University 
of Chicago Clinics. 


Doctor Clay will be succeeded at St. Barnabas 
Hospital by Nellie Gorgas. Miss Gorgas has been 
assistant to the dean of the Division of Biological 
Sciences and assistant to the director of the Uni- 
versity Clinics of the University of Chicago since 
1935. 
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Purchasing Groceries 


SHERMAN J. SEXTON 


E HAVE continuously advised our cus- 
WY iomers since last September that foods 

were plentiful and the wise course in buy- 
ing was to purchase only their regular needs in 
the manner they were accustomed to. In addi- 
tion to a bountiful harvest in 1940, we experi- 
enced a monthly decrease in. exports of foods from 
the United States. The amount of food canned, 
frozen, and placed in elevators, was more than 
adequate to meet the needs of the nation until the 
1941 harvest. In addition to the 1940 harvest we 
had in some instances substantial carry-overs 
from 1939 to augment our plentiful supply. 


Even in the face of these conditions a buying 
stampede such as we experienced at the beginning 
of the war in September 1939, could only result 
in advancing prices because, through hoarding, 
the foods would not be allowed to flow into their 
natural outlets for immediate consumption, but 
would be piled in storerooms instead. 


In the present market buyers will have little 
difficulty keeping their food costs down if they 
will substitute in their menus for the items that 
have advanced spectacularly through the new de- 
mand imposed on those particular items. How- 
ever, if the buyers insist that they must have a 
certain count peach of a given variety in a speci- 
fied degree of syrup they will naturally be obliged 
to pay a premium if a new demand has taken a 
large part of the pack of the particular variety. 


It is true that growers and packers will be 
confronted with a labor problem in harvesting 
and packing the 1941 pack which must result in 
an added burden of cost which will tend to in- 
crease the prices of the 1941 pack, yet this will 
not increase the cost of food sufficient to warrant 
the purchase of foods now to carry through the 
coming winter. On the contrary, foods of the 
new pack at the moderate increase in cost are far 
better value. 


Purchasing Futures 


In the purchase of future contracts for 1941- 
1942 season the same discretion should be exer- 
cised as has been practiced in purchasing imme- 
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diate needs in the present season. Those who are 
accustomed to purchase merchandise in this man- 
ner should do so, limiting their list of require- 
ments to meet their actual needs of last season. 
When the future requirement list is developed the 
buyer must be certain that he will be able to 
accept complete delivery in agreement with the 
specified terms of the contract. Speculative con- 
tracts or so-called reservations impose a heavy 
penalty on the distributor who accepts such or- 
ders in good faith. For the benefit of the buyer, 
as well as the seller, much good would be accom- 
plished if only those who placed contracts last 
year were to do so this year because this would 
serve to stabilize distribution and permit foods to 
flow freely through their natural channels. 


It is safe to assume that we may experience 
unsettled conditions in the distribution of foods in 
the coming year, but no advantage is going to 
accrue to anyone should an attempt be made to 
anticipate requirements beyond actual needs. 
With the price of groceries averaging on the new 
1941 season pack from 10 per cent to 15 per cent 
below the average level of prices on these foods 
from 1920 to 1930, there is little cause for alarm 
and buyers should proceed in their purchases in 
such a manner as to avoid developing increases in 
price that are not warranted. 


Purchasing 


Recently, a university issued a list of require- 
ments asking for bids from supply dealers. The 
list called for canned foods to meet the proposed 
ABC plan and also included full Government pur- 
chasing specifications. The formulas used for 
purchasing were so contradictory that they con- 
stituted an obstacle to any dealer who desired to 
act in good faith with the buyer. This buyer 
evidently had seized upon these methods of buying 
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as a protection in his purchasing, while the net 
result might be quite the contrary. 


The Government method of specifications is 


sound in principle as well as practice because they’ 


have a staff of experts thoroughly familiar with 
gradings to determine whether the foods received 
are in complete accord with the specifications. 
Should any delivery fail to meet Government 
specifications the Government is privileged to 
purchase at open market and charge difference 
in cost to the one who was originally awarded the 
order. It is needless to say that the average 
buyer is not familiar enough with the technical 
terminology of each product to pass judgment on 





whether or not delivery is in complete accord with 
specifications. The A B C plan will eliminate 
many bad practices but the leniency in classifica- 
tion will leave a wide spread to the discretion of 
the distributor. Mother Nature is the great 
power in the production of foods and her gifts to 
mankind will never be subject to any yardstick 
of measure, consequently the real factors of 
foods, delicious flavor, and appealing style, must 
always remain the supreme gift of Mother Nature. 


In the final analysis no substitute can be found 
for the honest effort of the supply dealer nor can 
any regulation lessen the value of the trade label 
that the buyer knows meets a need. 





An Underground Casualty Clearing Station 


This station occupies the basement of a newly 
constructed out-patient department. It is below 
ground and well sand-bagged. The ceiling has 
been protected by three feet of loose sand and the 
floor of what will be the next story is protected 
with five hundred tons of steel reinforcement. 


The entrance is well-marked and well-lighted, 
and with night call bells ringing in both the por- 
ter’s lodge and the sleeping quarters of the 
stretcher party. 


On arrival of an ambulance, the stretcher bear- 
ers remove the patients to the receiving room and 
give the driver a receipt for stretchers, blankets, 
pillows and splints. As the ambulance leaves the 
station it stops at a supply room where the re- 
ceipt for equipment becomes a requisition for 
complete reequipment from a clean disinfected 
stock maintained for that purpose. 


In the receiving room are four pairs of trestles 
to receive the four stretchers carried in the am- 
bulance, and so arranged that each can be screened 
off by curtains. The patients are examined by 
the physician on duty, assisted by a graduate 
hurse and transferred to the dressing cubicles, to 
operating room, or to the hospital proper as their 
condition indicates. 


Stretcher bearers are divided into three groups: 
one group handling patients from ambulance to 
receiving room, a second group from receiving 
room to dressing cubicles or emergency operating 
room, and a third group for transport of patients 
on wheeled litters from clearing station to the 
hospital proper by way of a long underground 
tunnel to the elevators. This group is responsible 
for the prompt return of blankets, pillows, and 
spints to the station storeroom. 
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The policy is not to remove patient from 
stretcher until the ward is reached, as this saves 
discomfort and possibly pain. 


There are six dressing cubicles, each staffed by 
a medical student and a graduate nurse. Each 
cubicle is a miniature dressing station complete 
with instruments, dressings, lotions, oxygen and 
even a clock in order to note the exact time of 
giving antitoxin, etc. Cubicle crews are called 
into service as occasion demands, and there is also 
available a transfusion crew. Resuscitation 
equipment including electric blankets, cradles, and 
hot water, is available in generous quantities. 


The emergency operation room, which is adja- 
cent to the receiving room, is provided with anes- 
thetic cubicles in pairs to provide for one “going 
under” while the preceding operation is still in 
progress. A surgeon and operating crew are con- 
tinuously available. 


The entire station is gas proof, air conditioned, 
and has duplicate lighting service by use of a die- 
sel engine, equipped to take over generation of 
current and air conditioning in case of interrup- 
tion of the central supply. 


Provision is made for plaster cases, for the use 
of x-ray in the operating room or in any dressing 
cubicle, and for booster heating to combat shock. 
Sewerage has been protected by a cesspit and an 
adequate supply of Elsan type closets. 


All employees sleep on the premises and off-time 
schedules are so arranged that at no time are 
there less than two-thirds of the total personnel on 
the premises. 


Abstracted from “Hospital and Nursing Home 
Management,” March 1941 
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A Step Towards Personnel Salary Standardization 


JEROME F. PECK, JR. 


adopt a definite standard of personnel sala- 

ries and hours? Certainly there are many ob- 
stacles that seem to shout “No!” There are re- 
gional wage differentials, the different quality and 
type of service expected from the same position, 
and the differing financial conditions of the insti- 
tutions themselves. 


Cu the hospitals of this country possibly 


However, the way to create a forest is to grow 
a few trees ... and then a few more. A group of 
upstate New York hospitals have just planted 
some seeds that may result in a considerable in- 
crease of actual standardization in the area. 


A personnel questionnaire, which asked inten- 
sive information as to salary, maintenance, hours, 
and number employed in each position, was sent 
out to the member hospitals in the Southern New 
York Hospital Council. Since the project had been 
discussed at a meeting of the council, 26 out of 
the 28 hospitals responded by giving the informa- 
tion completely and conscientiously. 


Minimum-Maximum Wage-Hour for Hospitals in 
Same Average Daily Census Group 


No panacea was attempted in the tabulating, 
but intensive analysis was made along the lines 
of practical benefit for the individual administra- 
tors. Realizing that size of the hospital was a 
major cause of differing personnel requirements, 
we broke the reporting hospitals down into groups. 
As our yardstick, we used the average daily cen- 
sus, which reflects actual “working size” of the 
hospital. Lumping into a group the hospitals 
whose average daily census was within a range of 
20, the report goes on to analyze each position. 
After the number of employees in each position 
was tabulated, the minimum salary for that posi- 
tion for all the hospitals was averaged .. . likewise 
the maximum. The same process was carried out 
for the working hours of each position. 


In this way a minimum-maximum wage-hour 
standard was set up for each hospital in the group. 
If the salary an individual hospital is paying a 
dietitian, for instance, is within that minimum- 
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maximum scale, that hospital is meeting the 
standard. If not, the hospital can realize in dollars 
and cents just how much it is out of line with 
comparable hospitals in the same general area. To 
show how practical and immediate the results of 
the survey are, it is definite that changes are 
already being planned—changes that will make 
this standardized scale more of a reality. 


Nurse-Patient Ratio 


Another significant result of the survey is the 
answer to the question, “How many nurses should 
we have?” The nurse-patient ratio of the area 
was discovered by dividing the average daily cen- 
sus by the number of general duty and student 
nurses. The result, of course, is the number of 
patients per nurse or the number of patients each 
nurse cares for. In the 26 hospitals of the area, 
each nurse cares for 1.75 patients. 


Overall Standard 


Finally, all 26 hospitals were grouped together 
for a grand total. At a glance, it may seem that 
this total is not of such direct value, perhaps, but 
it does represent the overall standard for all the 
hospitals in the area. And the size differential 
affects the number of employees in a given posi- 
tion more than the work done. In other words a 
large hospital needs many more orderlies than a 
small one—but in each place one orderly does the 
same general class of work and should be paid on 
the same general wage scale. The overall total, 
then, sets up a general salary-hour schedule by the 
average minimum-maximum technique. 


Two features give this old survey idea new 
teeth. One—limiting the scope of the survey to a 
given area, and defining the groups in that area. 
Two—the minimum-maximum scale, which avoids 
the pitfall of setting up an artificial figure, but 
instead establishes a true range. 
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The results of the personnel survey is sub- 
mitted in the hope that it may help in the 
furthering of a workable standard for hospitals 
in this area. The differing wage rates of differ- 
ent communities, the differing of actual work 
done by persons in the same nominal position, and 
the differing financial conditions of the various 
institutions tend, of course, to make an exact 
standard impossible. But, in almost all cases, the 
true standard is embraced within the minimum- 
maximum scales shown on the following pages. 


Seeking to classify the results in the most prac- 
tical way, we divided the reporting institutions 
into eight groups, based on the average daily 
census. The groups are arranged as follows: 


ING BAIILONS OO? 6 2ac Re wccres wavine seine ee neaies A.D.C. 330 
Wilson Memorial (Johnson City) ............ 230 
Syracuse Memorial ............ EADY aiiarg asia at 227 
monert Packer (Sayre, Pac) isc. sc<cccswccetss 221 
Crouse Irving (SVVACUse) ooo i cw swesssqceess 210 
BUNAGISE: UNEVOTAIEG © o.66.0%6 ois sic soo weeded soe sree 192 
Si. POROPIN. CRINGE)... oo'ocisi oie + sven ties ne ceeess 154 
APNOG Omen CIUMITA)” 6. eicccccideie cere cienewe cote 143 
INGER Ci09 PROBDICRD® & 6 oo: 6 2 o-0'e eee ceieaiore save 128 
PUGH CROHONMIMG LN onc. 5 orviciud esiu'd os vas aleslewis 99 
F. F. Thompson (Canandaigua) ............- 98 
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PIOOME CONOR, ool -cie's'o vicwauie-sesnee 
NLGHODEADHCE 6ocs cc cecacine ooee 
Be aac sicher bao) Sretenw 0: breceietar'eccie 
: Telephone Operator ........... 
: Store Room Clerk........ seogvals ats 
RGCORG CIORE: cis ics costs w owscesiene 
NURSING SERVICE 
SUPCEVIEOM so locke ieices ace noes 3 
CAG NUPBO o.oo. ce sc eece eevee 13 
GOneESY Duby. o:<.0)5. 0 esc cee neces 91 
INUESCR AMER 65.6 scos a cisinccnees's 26 
ORDGBNOG retin ccc sus cieesite sors 15 
Student NUrB6S ....scescceeces 111 
X-Ray 
MRGONOROGIRG ooo sre ere sre Perea oe 1 
HE OG RNNIORANYE ©) <6 terer ats Sie.ei'soe siarceare 3 
MAINTENANCE 
LOPES Co a ee 3 
ELAINE PINEEN Ooi 5 oe 0: evar entves o 5:0 see 3 
| ES are arene ee 3 
1 
3 
3 


Ww woan w 





ha Habana 


ES Eee Pi‘ «=U 


Groundskeeper ............... 
Ambulance Driver ............ 
PU eiirh ai Neksekenckves 
DIETARY 
CRE is ube vakekaewaccos 4 
CE aes os sik salen anuouee’ ‘ 1 
OO iio nso cnc cakacnsices 1 
9 
1 


\vrUNS 


WO oc 0 ean xuneatews 1 
Kitehen Workers ............. 3 
MISCELLANEOUS 


EIRENE PENI NONE Ne AIBN ORME PET nA B EME NLETS 6 
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eae CRRGIEOEEY 5. oc so ck ocicud ot eumoeuaeu 90 
CONGR COUREG oo 6oa ss Casicnldccmasan maveesas 90 
Sey bao es CURIE) io cece cco cedeweenedaes 83 
CORMIER So ot ated cians cet aeweeecuaewaee 67 
CI GNIE OU oe 0s Se Saeisa udavdasemadanree eas 67 
Eourdes (CHingliaiiten). « o.<o5o0 sc ce Cosco naes 62 
Ficoga County CWaverly) 66.6 coco scdie cic adeantis 60 
Ganda Generals s ouc. ss evade tia eenweseeevees 54 
St. James Mercy (Hornell) ...........cceee8 52 
Merey: Hospital. (Auburn) 2... .. 22. -ccccccee 50 
BES Gte PRCUROEERDD os civics ta vuwedenrincvacoees 45 
Soldiers & Sailors’ Memorial (Penn Yan)...... 32 
Weoeneade CHORNGINY §..0.% 6 vadiicc deca nocewntexs 28 
SIURRCUISO CHU oc 3's oo acne oie cara eeaecak ec 25 
Pianeta Generel. és acc cas does kane vatenes 22 
Legend 


We have attempted to make this presentation 
as readable as possible, with a minimum of keys 
that have to be decoded. However, a few symbols 
have crept in. In the “Total Summary,” for in- 
stance, after Office Manager, ‘13-0, 3-S, 10-1,” 
indicate that 13 hospitals have no office manager, 
3 have Sisters in that capacity, and 10 have one. 
In the maintenance column, 5-M means that 5 
hospitals furnish meals to their office manager, 
while 1ML means that one furnishes both meals 
and lodging. 


INDIVIDUAL GROUPS 


I—AVERAGE DAILY CENSUS: 330 


MONTHLY PAY 
Average Average 
Minimum Maximum 


HOURS (per week) 
Average Average 
Maintenance Minimum Maximum 


$ 95 $130 M 39 45 
75 110 M 45 45 
80 90 M 39 45 
80 90 M 45 45 
60 150 M 45 45 
80 100 M 45 45 

100 150 ML 48 48 
85 100 ML 48 48 
75 85 M 54 69 
35 45 M 54 69 
40 ~—-50 M 54 69 

ML 48 48 

458 458 M ee 
90 120 M 45 51 

115 130 M 45 48 

100 130 M 45 48 
90 100 M 
70 70 M 

100 120 M 
90 105 M 
90 110 M 

170 170 M 

100 100 M 
35 45 M 
35 45 M 

100 150 M 
85 125 M 








II—AVERAGE DAILY CENSUS: 210-230 
MONTHLY PAY 


HOURS (per wee). ) 


POSITION NO. IN Average Average Average Averag: 
OFFICE POSITION Minimum Maximum Maintenance Minimum Maximu: 
OMNES a5 "pints antes Soe o4 548 3-1 $141 eal eater grey 41 42 
FT I tr eee Ot Mee at ey 2-2; 2-1 105 118 3M 43 43 
Stenographer ..5.. ss hie ek 1-1; 1-4; 1-2; 1-7 70 93 3M 42 42 
IN Ne a an ay Sees 1-12; 2-6; 1-2 63 87 3M 40 44 
Telephone Operator ........... 1-5; 2-4; 1-3 61 82 3M 42 44 
Store Room Clerk........:..... 3-1 15 82 2M 41 41 
MOE AIOE io oi vids Osco bs oe 1-3; 3-2 70 103 3M 42 42 
NURSING SERVICE (Average) 
PBETAOOL 6. 6io80 k cids oe oes 8a 5 12 88 116 4ML 47 49 
MENOMINEE ig Sisco vas pets Ee 12 80 88 4ML 47 49 
eneral by 665 os ee Saas s 40 66 81 4ML 47 49 
ge gee ae ee a eee 12 40 50 1ML 44 44 
PO RTIION Ki iio cig srgsigd thane Saks if ; 50 70 2M, 1ML 51 51 
BtUGeNt Nurses 66666 occ svc cae 91 1 pays $10 4ML 48 50 
X-Ray 
MA EMIMOITAUL  c'c''o)c 6) 64 5ecs.iv inte whch 2-1; 1-2 Com. 500 4M 40 40 
MOIR on, 6S 335 sg. wiate aes oeienis 1-1; 2-2; 1-5 12 161 2M, 2ML 45 45 
MAINTENANCE 
TT oe ee oe 1-5; 3-1 160 202 1M 48 49 
RETURNER ASS o85-4 0b ks sis o ayia ees 1-6; 1-4; 1-2; 1-1 75 96 2M 48 49 
RIMM IS tints eis gid wate ack o 3-2; 1-1 93 113 2M 47 AT 
Groundskeeper ..... 2... 660.8% 3-1 98 103 1M 49 49 
Ambulance Driver ............ 1-3; 1-1 80 He bp Aeneas 54 54 
PROMO Sic ts Ces oh bs wow wie 1-4; 1-3 93 109 1M 48 48 
PRN. oo ce Gat isic ag sot 2-1 153 111) 2 Sane 45 45 
PRNMDED. osa6 Sos sivas eues 2-1 130 135 1M 45 45 
NNR 5 higs wera Gees 4 ae ad 8-1 145 152 1M 45 45 
Elevator Operator ............ 1-2 60 65 1M 55 55 
DIETARY 
SOND os ws. d Seco os 4c are ew ners 1-5; 1-3; 2-2 88 126 1M, 3ML 45 46 
ahr pura ic eibe teu ae ates 1-2; 3-1 93 109 3M, 1ML 46 46 
RNs oh 0.0 6 SG-5 wn ewiow oatandeers 2-4; 1-2; 1-1 69 84 3M, 1ML 45 46 
ee POSE CUS CO 2-6; 1-5 40 43 2M, 1ML 45 46 
Kitchen Workers ............. 1-26; 3-18 39 49 3M, 1ML 46 46 
HOUSEKEEPING 
en ere ree 3-1 78 83 1M, 2ML 46 47 
eRMRERI gS hs ce iA valiocp ats so ereein's 1-8; 1-6; 1-5; 1-2 55 67 2M,1ML 45 47 
PB ie aS in Series Swe enearretas 1-33; 1-27; 1-20; 1-8 40 47 2M, 1ML 46 AT 
Nurses’ Home Matron......... 1-4; 3-1 59 66 1M, 3ML 47 47 
ee Ere eee 1-5; 1-3; 2-2 46 TL 3M 44 46 
Laundry Manager ............. 3-1 128 133 1M 47 48 
L@Uundry WOPKCTS .6.0..5 ce seses 1-18; 1-12; 1-9 58 83 1M 44 45 
LABORATORY 
PR IBG i sik oa ds Bisse qwsies 1-4 135 442 1M . 40 40 
PP RMRIARIMIAID 6 shoes de oie oe See 2-5; 1-4 60 “528 2M, 1ML 44 45 
MISCELLANEOUS 
PRIN sna wso elo serene’ 8-1; 1-2 126 138 3M 44 44 
det ie! 1-4; 2-1 125 192 2M 44 44 
eS Go i 1-1 165 165 1M 44 44 
III—AVERAGE DAILY CENSUS: 175-200. 
MONTHLY PAY HOURS (per week) 
POSITION NO. IN Average Average Average Average 
OFFICE POSITION Minimum Maximum Maintenance Minimum Maximum 
PIPES Goto ic'y insu vote sion eee 1 $135 $135 M 44 44 
IONE 65 3500s. 4 Sos eas 3 75 85 M 33 44 
DRIER DOOD. is o.g: 5565s 430 2s es ert 2 25 60 M 44 44 
Ls SE ee ee ee? 4 30 95 M 44 44 
Telephone Operator ........... 3 55 59 M 48 48 
Store Room Clerk... .. 3... ss sscees 1 70 70 M 44 44 
OR ROE, in ones os ais Sin ore 3 70 90 M 44 44 
S—Sister M—Meals furnished 2S—2 Sisters ML—Meals and Lodging furnished 
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HOSPITALS 
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III—AvERAGE Daity CENSUS: 175-200—Continued 
MONTHLY PAY HOURS (per week) 
POSITION NO. IN Average Average Average Average 
OFFICE POSITION Minimum Maximum Maintenance Minimum Maximum 
Nursinc SERVICE 
BOO UIBOB oo oir od anes oo a modleae 4 85 125 ML 48 50 
IGMP ICULEOU S 6.6 cies cle seen nels 14 80 95 ML 48 50 
eRe INE osc 5 cle eos haa 70 60 70 ML 48 48 
Nugees AiG os. 06s ccc cawens 16 35 50 ML 48 48 
COR Socios sg hac ai'sco's: axsrens Blea slat 8 . 50 55 M 50 50 
Student Nurses ....6. 0 sic cece 62 a owe ML 48 48 
X-RAY 
LOG GS a aR 1 292 san...) emenes a re 
PECTIN 6 0oi0)'o Secale oie & wai Cale are 2 65 100 ML 48 48 
MAINTENANCE 
PANEER ox ooo' a o¥o: 6G) ei pes sl eater ae 6 130 MiGs. - Ladaees 44 48 
PPR IEDUO. 5 c/siore eo oieicie werasoled eee 2 eee) > eae ewes 48 48 
GYOUNGSKEEDER 26.05 sede ociea 1 85 ener 48 48 
Ambulance Driver ............ 2 80 150 M 48 48 
Elevator Operator ............ 6 53 Gee. Agwades 48 48 
DIETARY 
MPR RUIN (oo. ae: oidei cin wcie wo 8G wae 2 85 135 ML 44 44 
CMe ee sie Seis cnc ciess Belo eee 1 180 oes M 48 48 
COE tel og ce cate en ee 2 90 100 M 48 48 
Kitchen Workers. .........0+.: 26 50 83 M 48 48 
HOUSEKEEPING 
IGUSGHEONOR 6 oi%.6.6)ci'e ese ole aces 1 100 ade M 44 44 
ME err SMe Sei ielecci aie oe wees 8 50 70 M 48 48 
TURN io) oo grotto Gra arate wite oreraelnrs 3 41 Ly M 48 48 
Nurses’ Home Matron......... e 33 ML 48 48 
WCUPINDFOHE 66.6.5 3'o.c/ce crsreie's eenie 1 48 M 48 48 
Lawndty Manager ..... 6006036 Z 75 ial M ¢ 48 48 
Laundry WOFKCES .. <<... ccccces 14 60 Se *awaes 44 48 
LABORATORY 
PR OCIIOIMID ik os oie no me a oon ore 3 70 135 M 40 40 
MISCELLANEOUS 
OMe paso aca 9:6. sos pierete eterere 1 158 ours M 44 44 
PoP. ROGHWiCiAih. S:6cec wees aise vies 1 115 M 44 44 
Social WOLker occ. ccseee ce cx I 167 M 44 44 
IV—AVERAGE DAILY CENSUS: 150-175 
MONTHLY PAY HOURS (per week) 
POSITION NO. IN Average Average Average Average 
OFFICE POSITION Minimum Maximum Maintenance Minimum Maximum 
Stenoewaphiek’ v5 o.sc Gs keene 28; 2 $ 60 $ 64 M 44 44 
CHORE irae waieeccs be Wate ede Male 2 84 92 M 44 44 
Telephone Operator ........... 4 20 52 M 20 50 
Store Room Clerk.........cc.s- ES: 1 68 68 M 44 44 
Record: Clevle ewes cccccse ewes co tS; 2 48 48 M 44 44 
NURSING SERVICE 
: Supervisor ......... Lealle evga gi enavers 4S mee weer ". Greaney ae oa 
Head UP Ber 6.05 a:sieos wcreew ates 10S ue aa ce gees a a 
GOnGRAP DRIES ooo sss 'sac 6 soa oes 28 60 75 “ML 42 54 
OndeeiGss Gases va male heaves earncisis 6 40 99 M 42 48 
Studen€ Neweses! sesc ce cc ecceseis 78 ake ree ML 37 54 
X-Ray 
Radiglog@igts. 225 cscess c cteae 1 Commission Basis M 40 40 
‘Fechnigians 4 os soce:6 cecodie dicisre 1S; 2 70 90 ML 40 40 
MAINTENANCE 
EUR BINGBN eye vore, 31k o atoieio coals eco 1 175 175 M 48 48 
i ORM ies iene ead 2 72 12 M 48 48 
3 PAINGGRB ie ig cate clea nities basins ew 1 80 80 M 44 44 
' Croundskeeper ..........ee0e+ 1 40 40 M 48 48 
Fire cative wins oo0nsvebans 3 98 106 M 55 55 
Elevator Operator ............ 3 12 24 M 19 19 
Dir vary 
DiCtitinsINh setae Acs eso cees 1832 55 95 M 44 44 
ein iaernaraccktie teens cwaaees 56 80 





POSITION 
OFFICE 


DIETARY—Continued 


Se ee eee ee 


HOUSEKEEPING 


PIGUBEKDONER os so. as 
aU et A eee ee 
2 ES Vs Si aoe eae Resi oe 
Nurses’ Home Matron...... 
BOWING ROOM oc. ons ss vases 
Laundry Manager .......... 
Laundry Workers ......... 


MISCELLANEOUS 


INN os cscs cos 66 2 bis oa 
PST: TOCRNICIAN . ... oi5.5 cess oe 


POSITION 
OFFICE 


NOR 6 eo ctogoie'ca 6,0 Sha bates 
SURI ois ocie aa soy ee 
SOECRORTADNED 666.065 6600000 
JUST a eee 
Telephone Operator ......... 
Store Room Clerk............ 
eG: °c a 


NURSING SERVICE (Average) 


ORNMNDD 6 oy xs shies BO wsies nc 
PRRNEMAIOBE oo. oie orate oes sos 6 
SY 2 a ar 
marses” Asdes ....6.. 6k tees 
SPN IOE ocho oo bie obn oS 
SUMUMENG IMEBES 6066 66s 


X-RAY 


| rr er 
PPNTEMORIATA 5g cce's: oss -ase'w wed cei 


MAINTENANCE 


PRD ciprs i055 pis «0s ea-b Sis 
REMNANT «65 Koore ass eaves ies 
2. re ee ae 
Groundskeeper ............. 
Ambulance Driver ......... 
MINN cao Seip ocers sia seasie wads 


DIETARY 


OMAR EMANTN 50a) iaieicticrote atone A 
NRE area Cane ane 
ON DS a ee ee re 


HOUSEKEEPING 


EAE PRORIEE 655655 55-0 ae oie 
PN ooo xs paca hawan ses 
WRN Shc cons wsacaeeoce 
Nurses’ Home Matron....... 
PRIN ERIN 5a 0c oo aio ts sare ose 
Laundry Manager ........... 
Laundry Workers ........... 


LABORATORY 


ee ET re ee ee 


MISCELLANEOUS 


PRIMED Sines cas 5445s ees 


PHYSIOTHERAPY 


NIIIEME ge oie ele bbe ee ¥ 
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IV—AVERAGE DaILy CENSUS: 150-175—Continued 
MONTHLY PAY 


NO. IN 
POSITION 


18; 2 


Average 


Minimum Maximum 


40 
30 


60 


150 


Average 


40 
40 


150 


V—AVERAGE DAILY CENSUS: 125-150 
MONTHLY PAY 


NO. IN 
POSITION 
2-1 
2-1 
1-1; 1-2 

1-3 
1-3; 1-2 
2-1 
1-3; 1-1 


1-2; 1-3 
1-2 


2-2 
2-1 
1-4; 1-2 
1-4; 1-9 
1-5; 1-17 


2-1 

1-1; 1-2 

1-8; 1-15 
2-2 

1-1; 1-3 

2-1 

1-7; 1-11 


1-4 
2-1 


2-1 


Average Average 
Minimum Maximum 
$120 $130 
105 115 
80 100 
75 100 
60 78 
75 95 
73 95 
81 125 
75 100 
73 81 
33 48 
48 68 
5 


Commission Basis 


100 


95 


98 


125 


185 


125 


115 


Maintenance 


1M 


1M, 1ML 


HOURS (per week} 
Average Average 
Maintenance Minimum Maximum 


48 
18 


40 


HOURS (per week) 
Average Average 
Minimum Maximum 


29 33 
42 45 
42 46 
42 42 
46 49 
43 47 
40 46 
52 54 
54 54 
52 58 
46 52 
51 57 
54 54 
15 20 
48 49 
46 46 
48 48 
48 48 
48 51 
54 66 
51 57 
44 44 
51 55 
49 52 
49 58 
49 58 
49 58 
48 48 
50 50 
40 50 
36 52 
43 46 
47 50 
43 50 
48 48 
30 49 
48 49 
HOSPITALS 


52 
52 


40 











SOMEONE PLM TE NTI ne . 








POSITION 
OFFICE 
MEIMECR tg coro clas ce « uieie gore ox. ¢ 


HGOMMOCDED 60. odes he ob 0 ees 
Bt@HOMTADNOP: 6.5.6 5.5 0:2 sere seco me's 
ER oh, Shoat Sereda: asus si abi hers 
Telephone Operator ........... 
Store Room Clerk.............. 
Record Clone 066i ces cease eees 
NURSING SERVICE (Average) 
OCR TINO 06 0 sciossru Faso ie ob wre 
ME CURPTOWPBE! 5.2 x's. 6 aio 6 tine donate 
SCPE 1G) 0 5 en 
INUERCS BidO® a. occ ccc ccedes 
CPOE ooo oo dioceses wend meee 
Student Nurses (2) ...cccseees 
X-RAY 
RECIOIOSISE oc. ck cose Sate ants 
OBICIOND: 56 o.c:kis's oe 'soeisl eines es 
MAINTENANCE 
IRINGAIIOONY ce: pra. sist ovessvs cele w wievercles 
MIRMNNIAT Ss ea sidecciaedealvene 
MMPNED EES 25. 5205.6 x a, 35's lee ee elas 
Groundskeeper ............... 
ENGIN: oro) Melo eicieGine « caret cmos 
Blevator Operator ..........66 
DIETARY 
BPNESONGRIO) oes -e: ies's aca erro coatoanerenee 
Ces chara Sea eo wlwee 
Ne es (eal erates taka Srarenas 


HOUSEKEEPING 
IIOUBERCODCR . 2 osc c cies sec 
RCO I a osto'es iso vasia er alorauetaase isle asters 
ERIE cere cveta. is vo eras 6a ee Nee 
Nurses’ Home Matron......... 
MORTMRE BCE xis cer vivic ss sCoete 4s 
Laundry Manager ............. 
Laundry Workers ............. 
LABORATORY 
HEME OQIOU, «oo, -- A scerdcowecioee-s 
FROGRTNICIOU (6) <701o ms strtgcere oh ores 
MISCELLANEOUS 
I IEDC rg a. «cle: 4y'8 aie o) waldleieiets 
Pol. eehnician® 2. 6.666666 








*Part time record clerk. 





POSITION 
OFFICE 


AE RNR 2 alo bw ioe shot nies vel ial eierews 
DOQMRECCOEN voiars cid.c siessiale Asernerelere 
WCONGORABNGI oc<.<icvce eve water trere's:s 
: TC race ose sooo Sci: oo OS ese 
Telephone Operator ........... 
Store Room Clerk............. 

Record @lepke ..00 ccs cae ode ss 

NursING SERVICE (Average) 

j RNIN, h.vovis awh cace cade ven 
Head Nurse . 
| re 
Nurses’ Aides ................ 
DE Sh iidekunctoswnevwss 
Student Nurses (1) ........... 

X-Ray 
Radiologist 
Technician* 








a 
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VI—AVERAGE DAILY CENSUS: 75-100 
MONTHLY PAY 


NO. IN Average Average 
POSITION Minimum Maximum 
4-0; 1-1 $150 $150 
1-2; 4-1 84 94 
3-1 88 90 
1-1; 1-3 65 83 
2-4; 3-2 49 64 
1-1 70 80 
4-1 84 86 
3 109 136 
5 86 110 
27 72 79 
3 30 35 
3 SE: K- 
46 5 
5-1 Commission Basis 
4-1; 1-2 84 95 
5-1 128 133 
1-2; 1-1 80 95 
3-1; 1-2 79 102 
1-1 80 80 
3-2; 2-3 80 83 
1-2 8 30 
3-1; 2-2 85 111 
4-1; 1-2 81 85 
2-1; 3-2 62 66 
1-6; 1-9; 1-1; 1-2; 1-4 37 42 
1-3; 1-1; 1-2; 1-6 35 41 
4-1 83 85 
1-1; 2-2; 1-3 53 58 
1-13; 1-9; 1-6; 1-8 36 39 
4-1 51 52 
4-1; 1-2 43 46 
3-1 87 90 
1-9; 1-7; 1-5; 1-6 50 60 
1-1 417 417 
1-2; 1-3 73 113 
1-1* 100 100 
1-1 90 90 


VII—AVERAGE DAILY CENSUS: 50-75 
MONTHLY PAY 


NO. IN Average Average 
POSITION Minimum Maximum 
3-1; 2-S $118 $135 
4-1; 1-28 85 100 
2-1; 1-3S 58 72 
1-1; 1-18 25 25 
4-2; 3-1 63 65 
1-1 80 80 
4-1; 2-2 70 89 
5 87 110 
3 95 108 
22 69 82 
7 25 50 
2 55 63 
30 
6-1 Commission Basis 
1-2; 4-1; 1-18 101 110 


eeeeee 


4M, 1ML 
1M 
2M 


eeeeee 


HOURS (per week) 

Average Average 

Maintenance Minimum M — 
38 


eeeeee 


45 
43 
Ad 
37 


HOURS (per week) 
Average Average 
Maintenance Minimum Maximum 


48 
45 
43 
48 
46 
48 
45 


49 
51 
48 
42 
47 
48 


43 





















































VII—AVERAGE DAILY CENSUS: 50-75—Continued 





MONTHLY PAY HOURS (per week) 
POSITION NO. IN Average Average Average Average 
OFFICE POSITION Minimum Maximum Maintenance Minimum Maximun 
MAINTENANCE 
Ee Tes oe 4-1; 2-2 98 106 4M, 1ML 55 60 
OSS HS ae 2-1; 1-3 67 95 2M 45 49 
ER ere ay ney ore ge 2-1 60 100 1M 42 44 
Groundskeeper’ .. 2.00068 cccces 1-1 85 110 1M 48 60 
Re ee ae re i 4-1; 2-3 75 86 4M 46 51 
DIETARY 
SPENMR, 2655 Sc. ioc lose ie 5-1; 2S 97 102 1M, 4ML 47 50 
USD 6 ee eee Sere errr 7-1 69 75 7M 46 51 
OOK nya neo nsai ae cescones 8-1; 3-2 47 i Cae 6M 46 51 
UOONOD 5 ine v5 Sos cs eae o's 1-1; 4-2; 1-3 40 45 6M 46 51 
Kitchen Workers ............. 5-8; 1-2; 1-5 85 40 7™M 46 51 7 
HOUSEKEEPING 
REOMOOROOIEP 6 6c 5.5s45.b a wiies 3-1; 1S 68 73 1M, 2ML 50 56 
RE on hes ash wwikek os oe keane 8-1; 1-3 56 60 4M 48 51 
RRND Sch: a eto eno ia avis be erste te aes 2-3; 2-4; 1-5; 1-9 35 39 7M 48 51 
Nurses’ Home Matron***...... 5-1 40 45 1M, 3ML 47 50 
RIS oso oss dod atin e's 4-1; 1-2 54 59 3M, 2ML 45 48 
Laundry Manager ............. 3-1 115 122 2M 45 56 
Laundry Workers ............. 1-5; 3-4; 2-3 59 66 5M 44 48 
MISCELLANEOUS 
PROLIAAOIBG ois 06 s.e see sevens 1-1; 1-18 75 100 ML 24 48 
Be oe ROCMAMIN e655 swe e3sc0 00 1 90 100 M 42 54 
(1) Pays $5.00 month “living out” allowance to Nurses 
* One part time 
** X-ray Technician 





*** Combination 


VIII—AVERAGE DAILY CENSUS: 25-50 

















MONTHLY PAY HOURS (per week) 
POSITION NO. IN Average Average Average Average 
OFFICE : POSITION Minimum Maximum Maintenance Minimum Maximum 
ODEO 8665 5665505 0580 Saas ‘ 5-1 $ 85 $ 87 4M 46 48 
RN ork ee p eve ace aterwla 8-1 45 47 1M, 1ML 43 45 
Telephone Operator ........... 2-1 50 50 1M 45 46 
Store Room Clerk**............ 2-1 84 84 1M 48 52 
RUBOOT MICTET 65960000 dees ax ete dete ~ eres 
NURSING SERVICE (Average) 
ee SR See ee 2 90 121 4ML 51 56 
mond Nurse (2) 2... cc ceccckes 3 76 95 1ML 45 50 
OS ae ane ae 9 68 76 4ML 51 60 
Nurses’ Aides (2)... .55.000. 00 3 30 40 2ML 60 60 
RUMOR AS) cs iis coewe's caeaaiers 1 59 64 1M, 1ML 46 53 
X-RAY (2-Commission Basis) H 
REMAN RTIDN ING 5 fo 0 5 asin enone oo 3-1 150 OR © oral es 44 48 
ME NTHOUNT 565 5s .s15 Sas ween 1-1; 1-2 93 HOO Ms = goes 44 50 
MAINTENANCE ; 
TINE ooo e655 Sigs side aS ister 5-1 96 96 2M, 1ML 45 50 
ROSIN 5.05550 520s bis. s oesis oom 2-1 86 86 1ML 49 50 
RERUN ra Sto Sao ca. Salis oats orate lace 1-1 40 50 1ML 64 64 
DIETARY 
SRIPIRN TE Sek oe suse wewens 4-1 fi 71 4ML 47 52 
REEPNESS 55% oss high Sire Mises pio wieares' 5-1 68 68 2M, 2ML 47 52 : 
Oe ean nen oman a 4-1 56 58 2M,1ML 46 50 | 
DESEO 56 6 6 )o wo) uss bss oe ese 3-1 48 49 2M 45 50 
Kitchen Workers ............. : 8-1; 2-2 40 40 2M, 2ML 46 50 
HOUSEKEEPING 
Housekospert**® oo... cece 1-1 75 75 ML 44 48 
POOP kwenskoessGsGuensemass 1-2 70 | Oe ee 48 48 | 
TOTS (1 SRS er ane ene cen ets ae 1-3; 1-5 44 44 1M 46 48 ‘ 
NANOS is srors 8 5 9:6 Aol a 1-1 70 WO Atos 44 44 i 
ecg a) 2-1 85 85 1M 41 41 
Laundry Workers ...........2. 2-1 53 Bee} ete 41 41 


* Part time *** Done by Superintendent 
** Combination **** Combination 
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POSITION NO. IN 

















‘ OFFICE POSITION 
NINE cio: ios cai gland oroGre's.0iets ea 13-0; 3-S; 10-1 
RIOR NOR 65a no's oe kink oe's o558ss 8-3; 3-2; 2-2S; 17-1 
SERNOOTENNOE sc iccc cice's vee 7-1; 4-2; 1-4; 1-6; 1-7; 
1-28; 1-38 
I esr cake els Vite adie eine ee 5-1; 2-2; 2-3; 1-4; 1-5; 
2-6; 1-12; 1-S 
Telephone Operator .......... 5-1; 8-2; 4-3; 5-4; 1-5 
Store Room Clerk. ........5.+ 11-1; 1-3; 1-S 
 ClORE vio s cca ckwndsciee 9-1; 6-2; 4-3; 1-S 
NURSING SERVICE 
PERN 6 oo dies ccd pin ee oceie Wee's (See page 11) 
REDEEE WOE igo dw eidie.s, vielen a (See page 11) 
Gonera: DUty: ccc ccc vcscs cece. (See page 11) 
IPSUM SA. aco onsen cee ehhees 
CN oa etre Sein, Seine Weider eee 
meudent NUPEES: .....cccccc00 (12 Schools) 
X-RAY 
CCT re ccccee 20-1; 2-2 
PWMOIANLCRILINY 65s 5 ive: sere aS eRe wets ete 1-5; 2-S; 11-1; 8-2; 1-3 
MAINTENANCE 
IEE Siiaiein < cibce eae c dee eee 20-1; 2-2; 1-3; 1-5; 1-6 
REPRE a. ois: a we bix oii e:stecelaiare 6-1; 3-2; 2-3; 1-4; 2-6 
EI cob kv iis o'eie Sone cucleess 7-1; 7-2; 1-3 
GEOUNGERGEPER 5....cciccccacs 10-1 
Ambulance Driver ............ 1-1; 2-2; 2-3 
RORMOMMENNIE SA ere ee rie ola Sera ae 5-1; 4-2; 8-3; 1-4 
CINOTANN.  gcicisvcls OU keke ouoe 2-1 
Plumber ...... tr eer ee 2-1 
CE NOE ooo bbs Se Swe eee 3-1 
Elevator Operator ............ 3-2; 1-6; 1-3 
DIETARY 
DRUM oe oro dN Sera luis wae eres 12-1; 8-2; 1-3; 1-4; 1-5; 
) ; 1-S; 1-2S 
SL A Tee nae ee ier 23-1; 3-2; 1-S 
b CEO cil hg cio woh Sowanwennwes 11-1; 10-2; 3-4 
WEMRUROUMONE © chew cevios ew cnes 4-1; 5-2; 1-3; 3-4; 2-5; 
8-6; 2-9; 1-19 
Kitehen Workers ............. 1-4; 4-2; 6-3; 2-5; 1-6; 
1-17; 4-18; 2-26; 1-31 
HOUSEKEEPING 
HIOURCNEOHEE 65 oisicccwswanctes 15-1; 1-2; 18 
MO ohn Sia Bis We idx Wa el wterew ars 5-1; 5-2; 2-3; 2-5; 2-6; 2-8 
MEM cP oo cian os Shr ak it wraee 4-3; 2-4; 2-5; 1-6; 3-8; 
2-9; 1-13; 1-15; 1-19; 
2-20; 2-27; 1-33 
Nurses’ Home Matron......... 5-1; 2-2; 5-4; 1-5; 1-7 
ORMEBOROUME chee reea cd occa wese 11-1; 5-2; 3-38; 1-5; 1-S 
Laundry Manager ............ 16-1 
Laundry Workers ............ 2-1; 2-8; 3-4; 2-5; 1-6; 
2-7; 2-9; 2-11; 1-12; 
1-14; 1-18; 1-26 
LABORATORY 
PRUNOIC@IBE ese 3. oO wce so drceies 1-1; 1-4 
CUE Hie Mie oo ocr oven aia looks Soe Bs 1-2; 1-3; 2-4; 2-5 
MISCELLANEOUS 
: PRAMHNAGIMES Bob eos fs Sain chats 8-1; 3-2 
| P, TD; Pee neta ~ 5.3 s'0'e co's 6 x 8-1; 1-2; 1-4 
ig Social” Woeker 6. sé scsccce css se 2-1 
i daily census. 
i Group 
I One Nurse cares for 1.63 patients 
II One Nurse cares for 1.70 patients 
III One Nurse cares for 1.45 patients 
IV One Nurse cares for 1.45 patients 








. just about right for adequate care in peak seasons. 
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TOTAL SUMMARY 


How Many Patients Does a Nurse Care For? 
Interesting light is thrown on this question by the following analysis. The number of nurses includes general duty 
and student nurses, and does not include supervisors or head nurses. The number of patients is derived from the average 


V One Nurse cares for 1.35 patients 

VI One Nurse cares for 1.96 patients 
VII One Nurse cares for 2.31 patients 
VIII One Nurse cares for 3.37 patients 
Total—One Nurse cares for 1.75 patients 


MONTHLY PAY HOURS (per week) 
Average Average Average Average 
Minimum Maximum Maintenance Minimum Maximum 

$132 $143 5M, 1ML 41 43 
90 101 20M 44 45 
69 85 13M 43 44 
59 717 9M, 1ML 42 44 
57 68 20M, iML 42 47 
74 87 12M 44 45 
73 90 15M, 4ML 43 45 
94 122 2M, 21ML 49 53 
84 103 1M, 14ML 50 53 
69 79 6M, 21ML 50 55 
31 45 3M, 8ML AT 53 
51 67 16M, 7ML 49 53 

0 5 12ML 48 51 
Commission Basis 6M aa a 
86 116 10M, 8ML 44 48 
125 138 17M, 3ML 49 52 
75 95 11M, 1ML 47 49 
83 102 10M, 1ML 47 48 
76 83 6M, 1ML 49 50 
81 111 1ML, 2M 52 56 
78 87 12M, 3ML 53 56 
153 161 eons 45 45 
130 135 1M 45 45 
145 152 1M 45 45 
37 45 2M, 1ML 37 43 
84 109 ‘5M, 18ML 48 50 
87 95 19M, 5ML 48 50 
60 73 18M, 5ML 48 50 
40 44 15M, 6ML 48 50 
37 45 19M, 5ML 48 50 
17 82 6M, 10ML 48 49 
53 65 13M, 3ML 47 48 
37 47 17M, 3ML 46 48 
49 56 2M, 15ML - 46 49 
48 57 14M, 4ML 45 47 
104 111 8M 46 48 
54 68 14M 44 46 
276 430 1M 42 42 
68 123 6M, 1ML 44 44 
112 131 8M, 1ML 39 42 
110 139 7M, 1ML 45 46 
166 166 2M 44 44 


She composite hospital of Southern New York has 160 beds, an average daily census of 110—69 per cent occupied 








Conductivity Tests on Samples of Terrazzo Floors 


CLARENCE G. STONE, E.E., A.M. 


the electrical resistance of various samples of 

terrazzo floors as measured between an elec- 
trode placed on the surface and an imbedded brass 
mesh or imbedded. brass grille. 


Ti purpose of these tests was to determine 


Reason for Tests 


The importance of carrying off to a suitable 
ground, the static electric charges which may 
occur in operating suites of hospitals is well known 
to all those familiar with the subject. For a num- 
ber of years, terrazzo floors have been in use in 
which a metal grille with exposed metal was 
imbedded. The use of a brass or copper mesh 
imbedded in the terrazzo floor has recently been 
recommended for grounding static electricity. It 
was desired to compare these two systems of 
grounding by determining the resistances offered 
by each to ground. 


Method of Test—Samples 


A—A 12 inch by 12 inch piece of terrazzo, 2 
inches thick had imbedded in it, so that the strips 
were level with the finished surface, 14 inch brass 
strips, 34, inch deep, slotted and soldered so that 
the entire unit of brass was in electrical contact. 
The strips were spaced 6 inches on center and the 
sample was four months old when the tests were 
run. It received no treatment after fabrication 
except periodical washing of the surface with 
water similar to mopping of a floor. The terrazzo 
topping was 34 inch deep. The terrazzo mixture 
was 70 per cent marble and 30 per cent cement by 
weight. 


B—A 12 inch by 12 inch piece of terrazzo, 2 
inches thick had a brass mesh imbedded in it, 14 
inch below the surface. The mesh was .028 inch 
thick and was made with 8 squares to the inch. 
It received no treatment after fabrication except 
periodical washing of the surface with water sim- 
ilar to mopping of a floor. The terrazzo topping 
was 14 inch deep. The terrazzo mixture was 60 
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@ Clarence G. Stone is a well-known Con- 
sulting Engineer of New York City. 





per cent marble and 40 per cent cement by weight. 
The sample was 9 days old when the tests were 
run. 


C—A 12 inch by 12 inch piece of terrazzo, 2 
inches thick had a brass mesh imbedded in it, 34, 
inch below the surface. The mesh was .028 inch 
thick and was made with 8 squares to the inch. It 
received no treatment after fabrication except 
periodical washing of the surface with water sim- 
ilar to mopping of a floor. The terrazzo topping 
was 34, inch deep. The terrazzo mixture was 60 
per cent marble and 40 per cent cement by weight. 
The sample was 9 days old when the tests were 
run. 


D—A 12 inch by 12 inch piece of terrazzo, 2 
inches thick had a brass mesh imbedded in it, 114 
inches below the surface. The mesh was .028 inch 
thick and was made with 8 squares to the inch. It 
received no treatment after fabrication except 
periodical washing of the surface with water sim- 
ilar to mopping of a floor. The terrazzo topping 
was 34, inch deep. The terrazzo mixture was 60 
per cent marble and 40 per cent cement by weight. 
The sample was 4 months old when the tests were 
run. 


Procedure 


It was thought that an area of 9 square inches 
in the form of a square 3 inches on a side would 
be representative of the area of contact of a shoe 
with the floor. Thus a 3 inch by 8 inch piece of 
tin foil approximately .010 inch thick was used for 
the electrode in each test. In order to insure good 
contact with the surface a 3 inch by 3 inch piece of 
brass 3/16 inch thick was placed over this on top 
of which was placed a 52 lb. weight. 
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The positive connection was made to the brass 
plate and the negative to the mesh in the mesh 
samples and the grille in sample A. Between these 
two points was connected a 45 volt B-battery and 
a four range Weston Milliammeter in series. The 
most sensitive range was 200 microamperes full 
scale, the instrument resistance being only 10 
ohms. 


On the mesh samples four different measure- 
ments of each were made at positions two inches 
apart. On the grille sample the measurement was 
made at the center of the 6 inch grille, as well 
as on the metal grille itself. Tests were run ap- 
proximately 15 minutes after the last wetting. 


Measurements 


Resistance 
A. ¥%” brass grille 6” 0.c. Contact with brass grille 
70% marble, 4 months 0.06 Ohms. 
old Contact with terrazzo 
only 


Sample 


860,000 Ohms. 


Contact at 4 portions of 
the terrazzo 
537,000 Ohms. 
537,000 Ohms. 
1,070,000 Ohms. 
717,000 Ohms. 


B. Brass mesh %” down 
60% marble, 9 days old 


Contact at 4 portions of 
the terrazzo 
410,000 Ohms. 
165,000 Ohms. 
95,000 Ohms. 
537,000 Ohms. 


C. Brass mesh, %’ down 
60% marble, 9 days old 


D. Brass mesh 114” down Contact at 4 portions of 
60% marble, 4 months the terrazzo 
old 4,780,000 Ohms. 
14,300,000 Ohms. 
6,150,000 Ohms. 
14,300,000 Ohms. 


Results 


1 It was found that the conductivity in all cases 
varied from place to place and that on duplication 
of tests at the same spaces, the readings varied 
when measured on the terrazzo surfaces. 


2 In only one case, namely, that of the third 
reading on sample C was the resistance low 
enough so that it might be considered passable 
and that only at one place on the sample. Since 
this sample was only 9 days old it is probable that 
there was more water present than would normal- 
ly be the case after months of drying. 


Conclusions 


1 It would appear from these tests that brass 
mesh imbedded in the terrazzo will not form a 
ground of sufficiently low resistance to be relied 
upon for the satisfactory carrying off of static 
charges. 


2 The only satisfactory ground tested was ob- 
tained by the use of the brass grille, where contact 
was made directly with the exposed metal portion. 


3 If the metal portion of the grille is not con- 
tacted, a satisfactory ground is not obtained. 


Recommendations 


1 In order to be certain of contact with the 
metal, it would be best to use brass grilles 4 inches 
by 4 inches instead of the 6 inches by 6 inches 
which has been recommended in the past. The 
metal should not be:less than 1/16 inch thick in 
order to insure good contact and the joints should 
have good electrical contact which is best secured 
by soldering every joint. 


2 Since there is always a possibility of an elec- 
trical shock due to faulty electrical apparatus, it 
would probably be desirable to have the grille 
system grounded through a suitable known re- 
sistance. This could be located so that it could be 
easily removed for test or replacement as the case 
might be. The resistance should be high enough 
in value so as to prevent a dangerous current from 
passing through a person in the case of an elec- 
trical shock, and at the same time low enough to 
allow the escape of static electricity to the ground 
rapidly enough to prevent accident hazards. 





"The Nursing Care of Patients with Infantile Paralysis," 
by Jessie L. Stevenson, Available in Spanish or English 


The National Foundation for Infantile Paral- 
ysis announces the publication of a Spanish trans- 
lation of the pamphlet “The Nursing Care of 
Patients with Infantile Paralysis” by Jessie L. 
Stevenson, R.N., Consultant in Orthopedic Nurs- 
ing, National Organization for Public Health 
Nursing. This pamphlet, illustrated by line draw- 
Ings, was prepared by the National Organization 
for Public Health Nursing for The National Foun- 
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dation for Infantile Paralysis as a part of a project 
in orthopedic nursing sponsored by the Founda- 
tion. It is intended to assist the public health 
nurse and others responsible for home care of 
patients with infantile paralysis in and following 
an epidemic. Copies either in Spanish or English 
are available free upon request from the National 
Foundation for Infantile Paralysis, 120 Broad- 
way, New York City. Basil O’Connor, President. 
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Recent Legal Decisions Important to Hospitals 


Whether Hospital Is Liable for Negligent Care 
and Treatment 


O’Conner v. The Boulder, Colorado, Sanitarium 
Association, Supreme Court of Colorado, 
February, 1941. 

This was an action for damages which were 
supposed to have been suffered by the plaintiff by 
reason of the negligent care and treatment given 
to her by the agents of the defendant. It appeared 
that the plaintiff had an ordinary cold and that 
she was admitted to the sanitarium for treatment 
and that thereafter the defendant administred 
hydrotherapy treatments. It was the contention 
of the plaintiff that the hydrotherapy agitated 
her cold to such an extent that pneumonia de- 
veloped and that subsequently she contracted 
tuberculosis. On the part of the sanitarium there 
was presented a cross action wherein claim was 
made for the services furnished to the plaintiff 
during the time she was a patient. The trial re- 
sulted in a verdict in favor of the sanitarium as 
to the plaintiff’s claim and a verdict in favor of 
the plaintiff as to the claim of the sanitarium for 
its services. The plaintiff urged that the judgment 
of the trial court, entered upon those verdicts, 
should be reversed because the verdicts were in- 
consistent. 


In holding for the defendant upon the appeal 
the court said: 


“Assuming that the hydrotherapy treat- 
ment was negligently given to plaintiff on the 
night of her entry into the sanitarium, fol- 
lowed by a lack of proper precautionary 
measures, we still have the problem of 
whether this negligence was the proximate 
cause of pneumonia, and subsequently tuber- 
culosis. We have carefully read and consid- 
ered this record, and we find therein no evi- 
dence from which the jury could properly 
have found that the hydrotherapy treatment 
given by the sanitarium’s attendants, and 
other alleged acts of carelessness, were the 
‘cause which in natural and continued. se- 
quence, unbroken by any efficient intervening 
cause, produced’ the pneumonia, and subse- 
quently tuberculosis. The most that can be 
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said from all the evidence, including that of 
the medical expert who testified on behalf of 
plaintiff, is that there was a possibility that 
this treatment may have been the cause. This 
in our opinion, would not be sufficient to sup- 
port a finding that the negligence in giving 
the treatment was a substantial factor in 
bringing about pneumonia and tuberculosis. 
The record is devoid of any evidence which 
would indicate the probability that the neg- 
ligence of the agents of the sanitarium was 
the proximate cause of the unfortunate ill- 
ness of which plaintiff has become the victim. 
Under these circumstances, we have a ques- 
tion of law—not an issue for a jury—the 
solution of which impels us to the conclusion 
that legal liability of the sanitarium was not 
established.” 


It will be recalled that the case by this same 
name was reported and commented upon in this 
Journal, in which case the opinion was handed 
down in November of 1939. There the question 
was whether this plaintiff could allege and prove 
that the defendant carried a policy of indemnity 
insurance protecting it against judgments based 
upon the negligent acts of its employees. The Su- 
preme Court of Colorado there held that the de- 
fendant could not rely upon its exemption from 
liability by reason of its being a charity, because 
any judgment recovered against it from negli- 
gence of its servants would not be subject to 
satisfaction from the funds held in trust by it, 
but would rather be subject to satisfaction out 
of the proceeds of the policy of insurance. 

Pe One 


Whether Association Furnishing Medical and 
Surgical Services Is Liable for Negligent 
Acts of Physician 


Giusti v. C. H. Weston Company, et al., Supreme 

Court of Oregon, 108 P. ad 1010. 

The plaintiff was a football player and in 1935 
became entitled to certain benefits under a con- 
tract entered into by his school with the C. H. 
Weston Company which was. authorized to do busi- 
ness as a hospital association. The Weston Com- 
pany had agreed to furnish medical and surgical 
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services to the members of the football squad of 
which the plaintiff was a member. In the course 
of rendering treatment it was necessary, nat- 
urally, for the defendant to obtain the services of 
skilled medical men and he did so. 


One of the doctors examined the plaintiff, who 
was complaining of a sore shoulder, and the diag- 
nosis was that of an acromioclavicular bruise. It 
developed however that the plaintiff had not suf- 
fered a bruise as diagnosed, but to the contrary 
had suffered a dislocation. The doctor in question 
had told the plaintiff that he might continue to 
play football and gave him a certain analgesic 
balm to use on his shoulder in the event of a sub- 
sequent similar occurrence. It appeared that the 
doctor did not prescribe immobility of the arm 
and shoulder. 


Subsequently, two dislocations of the shoulder 
were suffered in games and the plaintiff consulted 
another physician who diagnosed the dislocations 
and recommended surgical treatment. 


The defendant attempted to escape liability on 
the ground that the doctor in question was not 
an employee but rather an independent contractor, 
on the theory that the services of a physician are 
those of a skilled person and necessarily cannot 
be subject to the supervision or control of a lay- 
man. The court refused to recognize this conten- 
tion, indicating that where an association similar 
to the defendent hires the services of a physician 
for a purpose like the one seen here, then that 
physician becomes the employee of the association 
and if he is negligent, then liability may be predi- 
cated against the employer. 


a 


Hospital Liable for Negligence of Undergraduate 
Nurse Causing Burn from Hot Water Bottle 


Howe v. Medical Arts Center Hospital, New York 

Sup. Ct., App. Div., April 14, 1941 

Plaintiff recovered a judgment for damages as 
the result of being burned by hot water bottles 
placed upon him by an undergraduate nurse. The 
verdict of the jury was for $12,679.11. The Ap- 
pellate Division entered an order reversing the 
judgment unless plaintiff would stipulate to re- 
duce the judgment to $7,500.00. That order was 
based upon the ground that the verdict was ex- 
cessive. 


The court commented upon the case, saying: 


“The evidence was sufficient to support a 
finding by the jury that the injury was 
caused by the negligence of the undergradu- 
ate nurse. Defendant had the duty of fur- 
nishing plaintiff with a reasonably competent 
nurse. ... From the fact that the nurse was 
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an undergraduate, and from the evidence as 
to the investigation made by the defendant 
concerning her qualifications when she en- 
tered its employment the jury was entitled to 
conclude that the defendant had failed in its 
duty ... In our opinion, however, the verdict 
was excessive.” 


= ep 


Demurrer to Complaint for Injuries Filed by 
Charitable Organization Sustained by Court 


Supervision v. Y. M. C. A., Iowa Supreme Court, 

Mar. 18, 1941 

The suit was by a minor against a charitable 
institution to recover damages for personal in- 
juries occasioned by plaintiff slipping in a shower 
room upon defendant’s premises. Defendant filed 
a demurrer to the complaint, setting up the fact 
that it was not liable because it was a charitable 
organization. This demurrer was sustained by 
the trial court, and the judgment affirmed upon 
appeal. 


_ In its discussion the court had occasion to make 
this comment: 


“... This case is ruled by Mikota v. Sisters 
of Mercy, 183 Iowa 1378, which sustains the 
ruling of the trial court. Appellant in effect 
concedes this, but urged that a sounder public 
policy would impose liability and thus make 
for a stricter and more careful management 
of institutions of like character. In support 
of this appellant relies in part on the lan- 
guage taken from Andrews v. Y. M. C. A., 
226 Iowa 374. 


“It is not claimed that this overrules the 
Mikota case, but it is thought that the opin- 
ion in the Andrews case points to a rule 
which the plaintiff says is the better one, to- 
wit: That charitable institutions should be 
held liable in cases like this. Apellant’s ar- 
gument, able and learned though it is, leaves 
us unpersuaded. The Andrews case is read- 
ily distinguishable. It expressly recognizes 
the authority of that decision in this lan- 
gauge: 


‘The next question for determination 
is whether the deceased was a benefi- 
ciary, of the charity, or of the benevolent 
aid of the appellant, as outlined above, 
and within its charter and work. For if 
he was such a beneficiary, then that is an 
end of the case under the authority of 
the Mikota case, and of the majority of 
the authorities in this country.’ 


“We hold that the ruling of the demurrer 
of the trial court was right and its judgment 
is affirmed.” 









Hospital Service Plan News 


Prepared by the Hospital Service Plan Commission 


Hospital Day Echoes 


A radio round table discussion on “The Hos- 
pital In Modern Economic Life,” broadcast over 
the Blue Network of the National Broadcasting 
Company on National Hospital Day, May 12, in- 
cluded the following significant statements by the 
participants: 


B. W. Black, M.D., president of the American 
Hospital Association— 


“The American Hospital Association is 
concerned not only with the professional and 
administrative standards of member-institu- 
tions, but with bringing service to the largest 
possible number of persons requiring hospital 
care. As a public service, the Association 
sponsors and officially approves nonprofit 
hospital service associations known as Blue 
Cross Plans. Through these Plans employed 
workers and their families may place hospital 
care in the family budget along with other 
necessities.” 


Malcolm T. MacKachern, M.D., associate direc- 
tor of the American College of Surgeons— 


“The Blue Cross Plans make it possible for 
the doctor to recommend necessary hospital- 
ization when he might otherwise hesitate be- 
cause of expense to his patient. Freedom 
from worry about the bill also tends to speed 
the patient’s recovery. The American Col- 
lege of Surgeons has officially endorsed the 
principle of nonprofit Hospital Service Plans. 
We are convinced they serve the interest of 
both the public and profession.” 


A. C. Bachmeyer, M.D., president of the Amer- 
ican College of Hospital Administrators— 


“Our hospital is a member institution, and 
I’m a trustee of an approved Blue Cross Plan. 
The Plan has paid for care of a number of 
patients who otherwise might have been 
forced to obtain free or part-free service in 
our hospital or elsewhere. Hospital Service 
Plans are intended primarily to relieve the 
patient from worry about paying his hospital 
bill, but they also relieve the administrator 
from worry about collecting the bill. Enlight- 
ened self-interest demands hospital coopera- 
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tion in methods enabling employed persons to 
budget hospital bills.” 


C. Rufus Rorem, director of the Hospital Serv- 
ice Plan Commission of the American Hospital 
Association— 


“Employees of the plans are really repre- 
sentatives of the member-hospitals. The 
Blue Cross Plans are methods by which em- 
ployed people use THEIR OWN money to guar- 
antee, in time of need, THEIR OWN care in 
THEIR OWN hospitals.” 

* * * 

On National Hospital Day many of the non- 
profit hospital service plans cooperated with the 
hospitals in their areas by bringing before the 
public the important part played in community 
life by hospitals and Blue Cross Plans. Radio 
programs, newspaper publicity, open house activ- 
ities, posters in street cars and buses are just a 
few of the various programs of celebration. 


Report from the Committee on Hospital and 
Medical Relations 


The future usefulness and growth of the hos- 
pital service plan depends upon continued educa- 
tion, discussion and cooperation in building a last- 
ing relationship of confidence and understanding 
between the public, the hospitals and the medical 
profession. In this, the hospital service plan 
should take the initiative. Here are a few of the 
ways in which it may do so: 


Active participation in studies and discussions 
on the part of the community’s physicians who 
direct subscriber-patients to the hospital and the 
hospitals which render the services outlined and 
guaranteed by the plan, should be encouraged by 
all hospital service plans. To promote efficient co- 
operation, separate hospital and physician ad- 
visory committees should be organized. These 
committees would be helpful in adjusting any 
major differences which might arise between the 
plan and member hospitals or physicians. 


In a well-planned educational program there 
is need of letters, bulletins, booklets, round-table 
discussions, personal discussions, etc. 

With the advice and consent of the physician 
and hospital advisory committees, the plans should 
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draw up reference manuals to clarify or emphasize 
contract provisions and plan procedures. 


Physicians also should be provided with a man- 
ual designed for their special use, so that they can 
intelligently advise subscriber patients as to the 
availability of service benefits for any condition 
requiring hospitalization. 


Hospital service plans should employ physicians 
to assist in the regulation of hospital admissions 
and to maintain contact with practicing physi- 
cians on a professional basis. Although possibly 
only larger plans could afford a full-time medical 
officer for this purpose, the needs of smaller plans 
may be satisfied by a part-time officer. Use of 
professional personnel trained in hospital and 
clinical procedures enables the hospital service 
plans to study and evaluate professional ex- 
perience. 


Field representatives should be assigned to visit 
member hospitals at regular intervals. These field 
representatives further favorable relationships be- 
tween the member hospitals and the plan. Reg- 
ular visits to the hospital enable these represen- 
tatives to become personnally acquainted with hos- 
pital executives and administrative personnel, and 
specific problems which arise in connection with 
the hospitalization of subscribers can be studied 
at first hand and difficulties discussed and ad- 
justed at the hospital. 


All of these activities have one aim—to define 
clearly the objectives and procedures of the non- 
profit hospital service plan and to insure just and 
effective administration. 


Such an aim is proper—for these are commu- 
nity plans and all who participate in them have 
a share in, and a responsibility for, their success. 

Paul Keller, M.D., Chairman 


Meetings 


An Institute for Hospital Service Plan Enroll- 
ment Representatives from the Mid-West area 
was held at the Stevens Hotel in Chicago on May 
5 and 6, 1941. The purpose of these meetings 
was to enable those individuals engaged in field 
work to discuss their mutual problems and to 
become more familiar with the objectives of plans 
and the various techniques of presentation. 


Formal topics were presented by John R. Man- 
nix, Detroit; C. Rufus Rorem, Chicago; Arthur 
M. Calvin, St. Paul; L. D. Fowler, Cincinnati; Ray 
McCarthy, St. Louis; Leon R. Wheeler, Milwau- 
kee; Glenn Clark, Chicago; W. N. Armstrong, 
Rockford; Harold Lichty, Detroit; Paul Bour- 
Scheidt, Peoria; and Louis Degenhardt, Alton. 
Open discussions followed each presentation. 


It was the consensus of the group that service- 
benefit plans might be supplemented but could not 
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be supplanted by indemnity contracts. Greater 
coordination and unification. of Blue Cross Plans 
was urged. 


The following persons were in attendance: 


W. N. Armstrong, Rockford, Illinois 

W. J. Austin, Chicago, Illinois 

John L. Beard, St. Paul, Minnesota 

W. C. Biddle, Chicago, Illinois 

D. J. Billig, Rockford, Illinois 

Mary Ann Biwer, St. Paul, Minnesota 

Lester L. Blairfield, Rockford, Illinois. 

Paul F. Bourscheidt, Peoria, Illinois 

Arthur M. Calvin, St. Paul, Minnesota 

Glenn A. Clark, Chicago, Illinois 

D. J. Condon, St. Paul, Minnesota 

H. J. Couture, Chicago, Illinois 

Robert M. Cunningham, Jr., Chicago, Illinois 

Louis Degenhardt, Alton, Illinois 

Frank A. Deniston, Chicago, Illinois 

Emmett DeWeese, Columbus, Ohio 

Donald E. Eagles, St. Paul, Minnesota 

Leland Eaton, Chicago, Illinois 

L. D. Fowler, Cincinnati, Ohio 

H. M. Fredricksen, Chicago, Illinois 
_A. M. Gibbon, St. Paul, Minnesota 

R. Grimm, Chicago, Illinois 

A. M. Haeufle, Cincinnati, Ohio 

Maynard J. Hammond, Cincinnati, Ohio 

W. R. Hartsfield, Chicago, Illinois 

N. D. Helland, Milwaukee, Wisconsin 

Ray Ingram, Louisville, Kentucky 

Ralph W. Jordan, Columbus, Ohio 

Earl H. Kammer, Cincinnati, Ohio 

E. P. Lichty, Des Moines, Iowa 

W. H. Lichty, Detroit, Michigan 

Virginia M. Liebeler, St. Paul, Minnesota 

John R. Mannix, Detroit, Michigan 

Ray F. McCarthy, St. Louis, Missouri 

Harry G. Miller, Newark, Ohio 

William Mills, St. Paul, Minnesota 

E. F. Nester, St. Louis, Missouri 

D. S. Nicholsen, St. Paul, Minnesota 

Maurice J. Norby, Chicago, Illinois 

Roy J. Park, St. Paul, Minnesota 

H. A. Parks, Chicago, Illinois 

Roy C. Parker, Columbus, Ohio 

Clay Remington, Chicago, Illinois 

W. B. Robertson, Louisville, Kentucky 

C. Rufus Rorem, Chicago, Illinois 

L. G. Schulze, St. Paul, Minnesota 

W. G. Simmon, Chicago, Illinois 

W. C. Sprigg, Cincinnati, Ohio 

Guy W. Spring, Cincinnati, Ohio 

J. H. Standart, Peoria, Illinois 

Charles H. Stonberg, Peoria, Illinois 

George Taylor, Columbus, Ohio 

T. E. Valentine, Jr., Chicago, Illinois 

Robert Way, Chicago, Illinois 

L. R. Wheeler, Milwaukee, Wisconsin 

Ann Worrell, Columbus, Ohio 

* * *: 


In connection with the Carolinas-Virginias Hos- 
pital Conference, hospital service plan executives 
of West Virginia, Virginia, North Carolina, South 
Carolina and Alabama held a general discussion 
session on April 25, 1941. Many problems of in- 
terest including reciprocity, group enrollment, 
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and enrollment of national firms were brought be- 
fore the group. The plan executives in attend- 
ance were: 


E. H. Ballard, Morgantown, West Virginia 
M. Haskins Coleman, Jr., Richmond, Virginia 
E. B. Crawford, Chapel Hill, North Carolina 
J. W. Gray, Greenville, South Carolina 

John Hart, Charleston, West Virginia 

John C. Heitman, Asheville, North Carolina 
I. R. Jenney, Asheville, North Carolina 
William R. Lowe, Norfolk, Virginia 

Robert J. Marsh, Huntington, West Virginia 
H. W. McCann, Nassawadox, Virginia 

W. H. McCue, Bluefield, West Virginia 

Ed S. Moore, Birmingham, Alabama 

H. Rodeheaver, Clarksburg, West Virginia 
J. B. Wiggins, Durham, North Carolina 
Ray A. Wyland, Parkersburg, West Virginia 


Recent Enrollments 


The largest single enrollment in the history of 
hospital and medical pre-payment plans began in 
Detroit recently at the Chrysler Corporation and 
Briggs Body. Michigan Hospital Service and 
Michigan Medical Service are being made available 
to 300,000 employees and their families of these 
two corporations. John R. Mannix, director of 
Michigan Hospital Service, says: 


“The fact that such a large group of people 

is prepared to budget for health in this way 

is a spectacular demonstration that the 

American people are willing and able to pro- 

vide for hospital and medical care costs on a 

pre-payment basis, and at the same time re- 

tain the voluntary free choice principles of 
existing health agencies.” 
* * * 

Jamestown, North Dakota, with a total popu- 
lation of 8500, of which 400 persons are mem- 
bers of a benevolent railroad association, enrolled 
1200 persons, or approximately 15 per cent of its 
eligible residents, in the North Dakota Hospital 
Service Association within a period of three 
weeks. Peter E. Klein, executive director of the 
North Dakota:Blue Cross Plan, states that this 
successful enrollment was accomplished only 
through the active cooperation and assistance of 
the Stutsman County Medical Society, the busi- 
ness men and hospitals of Jamestown. 


Personnel 


H. A. Schroder, Assistant Manager of Hospital 
Service Association of New Orleans, was named 
President-Elect of the Louisiana Hospital Asso- 
ciation at their annual meeting held in New Or- 
leans on April 16, 1941. 

* * * 

Allen B. Thompson has been elected vice-presi- 
dent and actuary of Associated Hospital Service 
of New York. 


94 


William Anthes joined the staff of Group Hos- 
pital Service of Kansas City as Field Represen- 
tative, starting May 1. 


Excerpts and Quotations 


In signing the bill that gave official legal ap- 
proval to the Minnesota Hospital Service Associa- 
tion, Governor Harold E. Stassen said: “This is 
the association developed by a number of the hos- 
pitals as a means of providing necessary hospital 
care to their members and families at a reason- 
able cost through a small monthly payment... 


“T feel that this is a good example of an effort 
to meet a problem through private enterprise, 
with just a minimum of government cooperation. 
It works out much better than to have the gov- 
ernment take over the problem, add another gov- 
ernment bureau and spend more government 
funds. In the long run our success in working 
out methods of this kind will determine just how 
effective our democratic form of government can 
be in the face of changing industrial, economic 
and social conditions. We should always be search- 
ing for better ways of meeting our problems 
through the initiative of the people, with the gov- 
ernment, in effect, helping the people to help 
themselves... 


“T hope that the medical profession will continue 
to study means of improving medical service, par- 
ticularly to wage earners, as an answer to some 
of the wrongful agitation for socialized medicine.” 


At the time the Governor signed the bill passed 
by the legislature, he also signed an application 
for membership in the Minnesota Hospital Service 
Association. 

* * * 

In his paper, “Hospital Service Plans as a 
Social Force,” presented to the Carolinas-Vir- 
ginias Hospital Conference in Greenville, South 
Carolina, April 26, 1941, M. Haskins Coleman, Jr., 
stated: 


“Americans prefer the voluntary approach, and 
they are committed to the principle of purchasing 
on a budgetary basis. However, when any basic 
commodity gets beyond their ability to purchase, 
they will seek other means to secure it, particu- 
larly such an essential service as hospital care. 
The cost of hospital care has increased far beyond 
the increase in the purchasing power of the public 
during the same period. 


“This increasing disproportion between income 
level and sickness expense has developed a new 
indigent classification, which has come to be 
known as the ‘medically indigent’ and is applied 
to the gainfully employed who are self-sustaining 
as long as they stay well, but who find the cost 
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of sickness beyond their capacity to purchase... 
The development of ‘standard’ or multiple-bed 
hospital service contracts for the public in the 
low-income levels so they can be self-sustaining, 
self-respecting individuals, will go far toward pre- 
serving the voluntary approach for health 
services .... 


“Although the voluntary hospitals of this coun- 
try can be justly proud of the Blue Cross Hospital 
Service Plans which they themselves have devel- 
oped, and which the medical profession has come 
to recognize as having provided income for them 
... there should be no feeling of self-complacency 
at having 6,500,000 enrolled in the Plans. Rather, 
they should be concerned that this enrollment is 
only 5 per cent of the population, and devise ways 
and means of rapidly enrolling 40 to 60 per cent 
of the population. Only when such a percentage 
of the population is enrolled in hospital and med- 
ical service plans should there begin to be any 
feeling that a new order has been established 
which preserves the voluntary principle of pro- 
viding for the payment of sickness expenses. In 
so doing they will have preserved the voluntary 
hospital system and the present freedom of choice 
of physician and patient .. .” 


Milestones 


The nonprofit hospital service plans approved 
by the Hospital Service Plan Commission of the 
American Hospital Association reported a total 
enrollment of 6,399,078 as of April 1, 1941, which 
represents an increase of approximately 250,000 
for the first three months of 1941. 

* * % 

The Hospital Service Association of Toledo re- 
cently celebrated its third anniversary. Since its 
inception, the Plan has paid over $600,000 for the 
hospitalization of more than 12,000 participants. 

% % * 

Less than three and one-half years from the 
time of this launching, Hospital Service Associa- 
tion of Pittsburgh hospitalized its 50,000th 
patient. 


New Participating Hospitals 


Minnesota Hospital Service Association: Tyler 
Hospital, Tyler, Minnesota. 

Akron Hospital Service: Willard Municipal Hos- 
pital, Willard, Ohio. 


News from the Plans 


The Board of Trustees of Hospital Care Cor- 


_ poration, Cincinnati, Ohio, adopted a resolution 


whereby maternity care will be available to sub- 


scribers from the effective date of the contract, ° 


eliminating any waiting period, if 
a) Seventy-five per cent of the eligible em- 
boyees are enrolled in the Plan, 
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b) The minimum requirements are 75 per cent 
of the eligible employees or 25 per cent of the 
subscribers, whichever is greater, 

c) The remittances for subscription fees are on 
a payroll deduction basis or its equivalent. 

cS * SS 

After May 26, 1941, the new address of Group 
Hospital Service, Inc., Wilmington, Delaware, will 
be 902 Orange Street; telephone number is not 
to be changed. 

* * * 

Group Hospital Service of Kansas City has 
moved its offices to larger quarters in the Argyle 
Building. 

% * oS 

The Plan for Hospital Care in Ontario has been 
officially launched by the Ontario Hospital Asso- 
ciation. This nonprofit plan, which has been ap- 
proved by the Minister of Health, the Board of 
the Ontario Medical Association and the Council 
of the Academy of Medicine in Toronto, will be 
province-wide, starting first in Toronto. Enroll- 
ment will be by groups only. 


There are two options—a standard (semi-public 
or ward) plan at a monthly rate of 50 cents for 
the single subscriber and $1.00 per family; and a 
semi-private plan for 75 cents per single sub- 
scriber and $1.50 for the entire family. In either 
case the patient, when hospitalized, may take more 
expensive accommodations by paying the differ- 
ence between the rate for the accommodation to 
which he is entitled and that of the accommoda- 
tion desired. 


Benefits include bed, board, general nursing 
care, use of operating room, anesthesia equipment 
and materials, ordinary drugs, dressings and med- 
ications, electrocardiographs, basal metabolism, 
routine pathology and bio-chemistry services, ma- 
ternity care after twelve months’ membership of 
both husband and wife. Also included in the bene- 
fits are such illnesses as tuberculosis, mental, com- 
municable or venereal diseases. 


The Board of Administration will be made up 
of fifteen members, of whom three shall represent 
the Ontario Medical Association and four repre- 
sent the general public. Pending the selection of 
the latter four, the Board will be constituted as 
follows: C. J. Decker, Toronto, Acting Chairman; 
Clarke Keith, Windsor, Acting Vice-Chairman; J. 
H. McPhedran, M.D., Toronto; Arthur B. Why- 
tock, M.D., Niagara Falls; J. W. MacCutcheon, 
M.D., Toronto; R. Fraser Armstrong, Kingston; 
Arthur J. Swanson, Toronto; J. H. W. Bower, 
Toronto; Fred H. Holmes, St. Catherines; William 
J. Dobbie, M.D., Toronto; Harvey Agnew, M.D., 
Toronto. In addition, an Advisory Board of 18 
members representing various interested groups 
is being set up. 
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What the Hospital Service Plan Means 
to the Physician 


FRED FITZ, M.D. 


inquiry of more than fifty physicians, over 

two hundred plan members, and several in- 
dustries of what the hospital service plan move- 
ment has meant to the medical profession. It 
is from this limited fund of information that this 
paper is prepared. At the outset, I should like 
to present the concept that the physician is only 
one part of the problem concerned in the care of 
the ill or injured person; other parts are the hos- 
pital, the family, the community, the industry for 
which the person works, and the social and eco- 
nomic status of the affected family. Accordingly, 


D x: G the preparation of this paper, I made 


it is to be understood that whatever the hospital 


service plan means to the physician, in some fash- 
ion applies to these other aspects of the project 
concerned in the care of the ill or injured member 
of society. 


I believe that little doubt exists concerning the 
values of hospital care as contrasted with home 
care for the majority of illnesses or injuries re- 
quiring bed rest. For example, I have only to 
look back upon my own experience following my 
two tonsilectomies. The first operation made 
thirty-five years ago, was done in the family doc- 
tor’s office and was attended by what was to me 
a great series of unfortunate events. The second 
tonsil operation was done in a modern hospital 
and, other than one or two hours of pain and dis- 
comfort, was not a truly unhappy time. 


Promotes Better Cooperation with Physician 


Of the fifty-three physicians consulted on this 
question, forty-seven have quickly and unequiv- 
ocally answered, “The plan means better medical 
care for the persons coming under my care.” Of 
the remaining six physicians, four had had no hos- 
pital service plan patients requiring hospitaliza- 
tion. The remaining two expressed themselves 
as feeling that the plan encouraged needless hos- 
pitalization. This means that approximately 98 
per cent of the physicians consulted were in 


Presented at the Tri-State Assembly, Chicago, May 1941. 
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hearty accord with the objectives and results of 
the plan. Several doctors expressed a fear that 
hospital service plans might lead us another step 
toward the socialization of medical practice, but 
all agreed that the primary objective of medicine 
—the adequate care of the sick—had been made 
more easily available. 


Approximately 210 members of the Chicago 
Plan for Hospital Care were consulted during the 
past month. These people were employees of a 
firm with which I am connected. Their answers 
to the question, “What has the hospital service 
plant meant to your physician?” may be summar- 
ized by the remark of an advertising man who 
said, “The plan has taken my doctor off the spot 
whenever any member of my family or myself 
becomes seriously ill. It has allowed me to co- 
operate with my physician in the manner that I 
have dreamed of doing.” Many employees re- 
marked that it had removed the hesitancy about 
going to the hospital because of the financial bur- 
den occasioned by hospital care. 


The personnel directors and employees benefit 
association directors of four large industries were 
contacted and their answers to the question, 
“What has the Plan for Hospital Care done for the 
physicians of the community?” proved most in- 
teresting. The average period of absenteeism for 
employees submitting to certain acute major 
surgical conditions varies considerably with dif- 
ferent hospitals. Patients in charity and govern- 
ment hospitals do not return to work as quickly 
as those in private institutions. It has been the 
experience of one director that, in the period from 
1930 to 1935, employees often attempted to return 
to work before they were physically able to do the 
work. 
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Since the Plan for Hospital Care has been estab- 
lished in this particular industry, the number of 
employees returning to work after a major surgi- 
cal procedure and later requiring further lay-offs 
because of physical inability to do work has mate- 
rially lessened. As a correlary, it has been noted 
in this industry that plan for hospital care em- 
ployees return to work more quickly than those 
cared for in charity hospitals. Any conclusion 
from these findings is fraught with definite pos- 
sibilities of error; none the less, these men were 
convinced of one thing, namely: that the em- 
ployees protected by the hospital service plan re- 
turned to active satisfactory work more quickly 
than those employees not carrying some form of 
hospitalization insurance. This means that the 
physicians attending hospital plan members have 
been able to direct a more efficient program of 
medical care. 


Standard of Medical Practice Raised 


One personnel director who had been medically 
trained commented that the hospital service plan 





had raised the standard of medical practice. He 
remarked that such diagnoses as chronic indiges- 
tion and chronic constipation no longer appeared 
with the same frequency as they did years ago; 
pathological diagnoses as found in the standard 
classified nomenclature of disease were being used 
more generally. He took this to mean that good 
hospital practice stimulated more accurate diag- 
nosis by the attending physician. 


From a personal viewpoint, I can say that the 
average young physician, whose patients come 
from the middle and lower wage group, has found 
that those patients protected by a hospital service 
plan have profited in many ways. Hospital prac- 
tice for the seriously ill is much more satisfactory 
than the best of home care. I do not share the 
fear that such plans may lead us toward any un- 
happy type of practice. Rather, I believe that 
ethically conducted and scientifically organized 
plans for hospital care are a step in the direction 
of maximum distribution of an effective and ade- 
quate medical service. 





Protecting Essential Services 
from Air Raids 


Blacking Out—Black-out and protection from 


shattered glass are difficult problems. The best re- 
sults have been obtained by the addition. of a sec- 
ond window in the outside of each frame. This 
window is covered on one side by wire mesh and 
on the other by ruberoid. The windows are 
hinged on one side and latched on the other, and 
thus may be quickly closed, giving a perfect black- 
out when an air raid alarm is sounded, and when 
open during “clear” periods do not interfere with 
the normal use of the regular windows. 


Fanlights over ward windows were a problem 
since light within reflected from the ceiling out 
into the street. This was corrected by installing 
on the outside a ventilator of plywood, the slats 
pitched at such an angle as to baffle the light. A 
portion, of the ceiling and wall extending six 
inches beyond the angle of the window space was 
painted a flat dark green. 


Long corridor windows were filled with three- 
panel shutters, the center panel fixed and the two 
side panels overlapping and hinged to the center 
panel. This permitted two-thirds of full opening 
during clear periods and efficient black-out during 
alarm periods. 


Emergency lighting—This problem was met by 
the use of car storage batteries at critical points 
in the hospital. Batteries are tested by the night 
Squad and discharged batteries replaced by full- 
charged batteries. 
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Elevators—To provide against failure of power, 
cable drums were fitted with handles with which 
one man can raise or lower the car and another 
handles the brake. A push button bell at each 
floor serves as a “stop” and “go” signal for the 
men in the machinery room. Men soon become 
quite proficient at leveling the car at the floors. 


Water Supply—An electric pump and a standby 
gasoline engine pump were installed on an old 
well to fill a large tank at the top of the building 
from which the building is served by gravity. 
Also, arrangements have been made to receive 
and store rain water, and springs have been tap- 
ped as an auxiliary source. Pumpage is by diesel 
engine and the three-inch pipe line is valved in 
such a manner as to fill all the storage tanks in 
all parts of the building. 


Heating—Auxiliary power for the stokers in 
case of interruption of electric current, was ar- 
ranged by extending the driving shaft and con- 
necting it to a gasoline engine. A similar ar- 
rangement is in use as a standby for the electric- 
driven circulating water pumps. 


Abstracted from “Hospital and Nursing 
Home Management,” April 1941 





New Catalog of Clinical Equipment 
and Supplies 
Hospital Equipment Corporation announces the 
release of a new 400-page catalog, comprehensive- 
ly embracing clinical equipment and supplies for 
all departments of the modern hospital. 
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Uniform Accounting and Statistics in New Jersey 


EMIL FRANKEL 


and statistics is being organized in con- 


A ROUND-TABLE on uniform accounting 


nection with the annual meeting of the 
New Jersey Hospital Association. As formulated 
by the Association’s Committee on Accounting 
and Statistics, the topics to be discussed are: 


1 Problems in compiling comparable service 
statistics on a state-wide basis 


2 Benefits derived from a uniform system of 
hospital accounts and statistics 


3 A proposed system of uniform accounts and 
statistics for New Jersey general hospitals 


In developing a uniform system of accounting 
and statistics to which all New Jersey general 
hospitals could adhere, consideration will be given 


The Author 
@ Emil Frankel is Director of the Division 
of Statistics and Research of New Jersey 
Department of Institutions and Agencies, 
Trenton, New Jersey. 








to the classification of operating expenses as out- 
lined in the manual issued by the American Hos- 
pital Association and to three other systems, 
namely, those developed by the United Hospital 
Fund of New York City, the New York State De- 
partment of Social Welfare, and the Pennsylvania 
Department of Welfare. 


To facilitate comparison between the different 
systems the following analysis of the operating 
expense items has been set up: 


Analysis of Operating Expense Items in Four Hospital Accounting Systems 
OPERATING EXPENSES 


American Hospital 
Association 


Administration 
Dietary 


Household and Property 
Includes Motor Service 


(Operation of Plant, in- 
cluded in Household and 
Property) 

(Repair and Upkeep, in- 
cluded in Household and 
Property) 


Professional Services 


(Professional Care, Special, 
included in Professional 
Services) 


(Social Service, included in 
Professional Services) 


General Out-Patient Serv- 
ice 
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United Hospital Fund 
New York City 


Administration. and (Corpora- 
tion) General 


(Dietary, included in House- 
hold and Property) 


Household and Property 
(Motor service, included in 
Professional Care, Special) 


(Operation of Plant, included 
in Household and Property) 


(Repair and Upkeep, included 
in Household and Property) 


Professional Care, General 


Professional Care, Special 


(Social Service, included in 
Professional Care, General) 


Out-Patient Department 


Private Ambulatory Service 


Research 


Education 


New York Department Pennsylvania Department 
of Social Welfare of Welfare 


Administration Administration 


(Dietary, included in 
Household) 


Household 

(Motor service, included 
in Professional Care of 
Patients) 


Operation of Plant 


Dietary 


Household and Property 
(Motor service, included in 
Professional Care, Special) 


(Operation of Plant, included 
in Household and Property) 


(Repair and Upkeep, included Repair and Upkeep 


in Household and Property) 


Professional Care of 


Professional Care, General 
Patients 


(Professional Care, Spe- 
cial, included in Profes- 
sional Care of Patients) 


Professional Care, Special 


(Social Service, included in Social Service 


Professional Care, General) 


(Out - Patient Service, in- Out-Patient 


cluded in Professional Care, 
Special) 


(Private Ambulatory Patient 
Service, included in Pro- 
fessional Care, Special) 


Research 


Education 
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United Hospital Fund 
New York City 


American Hospital 
Association 








New York Department 
of Social Welfare 


NON-OPERATING EXPENSES 


Other Expense 


Non-Operating Auxiliary Ex- 
penses 


Expense of Non-Hospital 
Services 


Interest on Short Term 
Loans 


Interest on Bonds, Mort- 
gages and Long-Term 
Loans 


Rentals of Land and Build- 
ings 


Interest on Long Term Loans 


Taxes 


Depreciation on Buildings Depreciation on Buildings 
Depreciation on Equipment 
Pension Payments 


Annuity Insurance Premiums 


Appeal for Funds 
City Custodian 
Provision for Bad Debts 


Upon the completion of a satisfactory system 
by the Committee on Accounting. and Statistics, 


(No general heading—all sep- 








Pennsylvania Department 
of Welfare 


Fixed Charges 




















arate departments) 


Miscellaneous Expense 


Interest on Short Term 


(Interest on Short Term 
Loans 


Loans, included in Admin- 
istration) 
Interest on Long Term In- Interest on Mortgages 
debtedness 


Rent and Taxes on Hospital Rent of Real Property 


Property 


Provision for depreciation of 
durable equipment 


Insurance—Fire, Employ- 


(Insurance and Bonds, in- 
ers Liability Insurance 


cluded in Administration) 


it is the plan to secure its ratification and intro- 
duction by all the general hospitals in New Jersey. 





An Essay on Men 


Editor’s Note—This very interesting essay was sub- 
mitted by Mary Alice Armstrong, fifteen year old daugh- 
ter of Mrs. Lola Armstrong, former secretary of the 
Western Hospital Association and at present secretary of 
the Crippled Children’s Society of Illinois. Mary Alice 
submitted this essay in competition with the work of other 
members of her class in a prominent girls’ school of the 
middle west. It should have taken and possibly did take 
first prize. 


Men are what women marry. They have two 
hands, two feet and sometimes two wives, but 
never more than one idea or collar at a time. Mak- 
ing a husband out of a man is the highest and 
most difficult form of plastic art known today. 
It requires science, patience, sculpture, and char- 
ity—especially charity. 


If you flatter a man, you frighten him to death; 
if you don’t, you bore him to death. If you agree 
wth him in everything, you soon cease to interest 
him; if you disagree, you soon cease to charm him. 
I: you believe everything he tells you, he thinks 
you are a fool; but if you don’t, he thinks you a 
c\ nie, 
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If you wear gay colors and a startling hat, he 
hesitates to take you out; whereas, if you wear 
a drab brown suit, he may take you out, but stares 
at the women in red and their startling hats. 


He is conceited, selfish, and spoiled. He has 
concrete opinions, thoroughly mixed and perma- 
nently set. He is skeptical, boring, and as preju- 
diced as the other side in an argument. Most 
men will admit that there are two sides to every 
question—their own, and the wrong side. They 
have no more initiative than an echo. They get 
their mental exercise by jumping at conclusions. 
Most men open their mouth only to put their feats 
in it. 

If you permit a man to make love to you, he 
tires of you in the end; if you don’t, he tires of you 
in the beginning. If you are a clinging-vine, he 
doubts whether you have a brain; and if you are 
a modern, advanced, intelligent woman, he doubts 
whether you have a heart. If you are popular 
with other men, he’s jealous; if you’re not, he’s 
afraid you’re a wall-flower. DARN MEN, ANY- 
HOW! 







The Chicago Institute for Hospital Administrators 


Judson Court, University of Chicago 


August 13 to 27, 1941 


the cooperation of the University of Chi- 

cago, American College of Surgeons, Ameri- 
can. Medical Association, American College of 
Hospital Administrators, Chicago Hospital Coun- 
cil and the hospitals in the Chicago metropolitan 
area, will conduct its Ninth Annual Institute for 
Hospital Administrators on the campus of the 
University of Chicago, August 13 to 27, 1941. 


As in previous years, Malcolm T. MacEachern, 
M.D., Associate Director of American College of 
Surgeons, is Director of the Institute and Chair- 
man. of the Committee on Arrangements. Arnold 
F. Emch, Ph.D., Assistant Secretary of the 
American Hospital Association, and Gerhard 
Hartman, Executive Secretary of the American 
College of Hospital Administrators, will act as 
Associate Directors. 


Te American Hospital Association, with 


Program 
Wednesday, August 13 


Presiding: Asa §S. Bacon, Dowagiac, Michigan; 
Superintendent Emeritus, Presbyterian Hospi- 
tal of Chicago 


9:00-9:30 A.M. 
Registration 


9:30-10:15 A.M. 


Greetings to Members of the Institute 
Bert W. Caldwell, M.D., Chicago; Executive Secretary, 
American Hospital Association 


Arthur C. Bachmeyer, M.D., Chicago; President, 
American College of Hospital Administrators; Direc- 
tor, University of Chicago Clinics 


Maleolm T. MacEachern, M.D., Chicago; Associate 
Director, American College of Surgeons; Director, 
Chicago Institute for Hospital Administrators 


Instructions to Members of the Institute 
Arnold F. Emch, Ph.D., Chicago; Assistant Secretary, 
American Hospital Association; Associate Director, 
Chicago Institute for Hospital Administrators 


Gerhard Hartman, Chicago; Executive Secretary, 
American College of Hospital Administrators; Associ- 
ate Director, Chicago Institute for Hospital Adminis- 
trators 
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10:30-12:00 A.M. 
LECTURE: Organization of the Hospital in General 


Asa S. Bacon, Dowagiac, Michigan; Superintendent 
Emeritus, Presbyterian Hospital of Chicago 


Demonstrations 
2:00-4:30 P.M. 
Presbyterian Hospital 

Coordinator: J. Dewey Lutes, Superintendent 
1 General Scheme of Organization 
2 Business Methods 
3 Central Food Service 
4 Management of Information and Telephone 

Service 

Grant Hospital of Chicago 

Coordinator: Clinton F. Smith, Administrator 
1 General Scheme of Organization 
2 Centralization of Stores: Central Service 


8 Medical Records; Training School for Medical 
Record Librarians 


4 Organization and Management of the Obstetric 
Department 


Children’s Memorial Hospital 
Coordinator: Mabel W. Binner, R.N., 
Administrator 


1 Inspection of New Clinic Building; Motion 
Picture of Old Clinic 


2 Schwartz Equipment and Fenwall System for 
Making Solutions; Drug Control; Formulary 


3 Medical Record Room; Recordak System 
4 Organization and Management of Volunteer 
Workers 
Group Conferences 
2:00-4:30 P.M. 
Administrative Practices in the Large General 
Hospital 


Conducted by G. Otis Whitecotton, M.D., Chicago; 
Superintendent, University of Chicago Clinics 
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_  Stitution installs Hoffman 

laundry equipment — 

| adds productive capacity , 
| while reducing laundry 9 ge 

| Operating time and Hay 

cutting laundry expense. jam 

| Call Hoffman now, for a 

laundry survey. There's 

no obligation, of course. 


: COMPLETE LAUNDRY EQUIPMENT SERVICE FOR THE INSTITUTION 








TRANSPUSO-VAC 


PROVIDES DEPENDABLE VACUUM 
FOR TRANSFUSIONS 





Products of BAXTER LABORATORIES 


Glenview, IIl.; College Point, N. Y.; Glendale, Cal.; 
Toronto, Canada; London, England . 


Produced and distributed in the Eleven Western States by 
DON BAXTER, INC., Glendale, Cal. 


Distributed East of the Rockies by 
AMERICAN HOSPITAL SUPPLY 
CHICAGO CORPORATION NEW YORK 
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Hospital Standardization Problems 
Conducted by Earle W. Williamson, M.D., Chicago; 
Assistant Director, American College of Surgeons 
Round Table Conference 
7:00-8:30 P.M. 


Open Forum—Discussion of questions arising out 
of the lecture of the day or demonstrations at 
hospitals, and on problems in general as re- 
lated to the various aspects of hospital adminis- 


tration. 
———— 


Thursday, August 14 
Presiding: E. I. Erickson, Chicago; 
Superintendent, Augustana Hospital 

9:00-10:15 A.M. 


SEMINAR: Organization of the Hospital in General 
Asa S. Bacon, Dowagiac, Michigan; Superintendent 
Emeritus, Presbyterian Hospital 


10:30-12:00 A.M. 
LECTURE: Basic Principles of Business Manage- 


ment 
Robert W. Elsassar, New Orleans; Professor of Busi- 
ness Management and Statistics, Tulane University 


Demonstrations 
2:00-4:30 P.M. 


Henrotin Hospital 


Coordinator: Veronica Miller, R.N., 
Administrator 


1 General Scheme of Organization 

2 Central Control of Supplies 

3 Housekeeping and Linen Control 

4 Operating Room Management and Procedures 


Wesley Memorial Hospital 


Coordinator: E. R. Snyder, Associate 
Superintendent 
1 Business Management—Accounting, Budget 


Making, Purchasing, Stores, etc. 
2 Food Service 
3 Procedures in the Obstetrical Department 


4 Special Features. of the Newly Constructed 

Wesley Memorial Hospital 
St. Luke’s Hospital 

Coordinator: Charles A. Wordell, Director 

1 Business Management—Accounting, Budget 
Making, Purchasing, Stores, etc. 

2 Set-up in Major Operating Rooms with Special 
Reference to Personnel; Blood Transfusions 
and Other Features 


3 Equipment and Procedures for: Dressing Cart, 
Modified Wangensteen or Gravity Suction, Ab- 
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dominal Suction Apparatus; Postoperative 
Tracheotomy, Bedside Unit 


4 Administration of Nursing Service - 


Group Conferences 
2:00-4:30 P.M. 
Hospital Accounting — Rate-Making, Charges, 
Collections, Deficits, Purchasing and Other As- 
pects of Financing the Hospital 


Conducted by George Swanson, Chicago; Administra- 
tor, Ravenswood Hospital 


Medical Social Service as Applied to All Hospitals 
Conducted by Mary M. Maxwell, Chicago; Executive 
Secretary, American Association of Medical Social 
Workers 


Round Table Conference 
7:00-8:30 P.M. 

Open Forum—Discussion of questions arising out 
of the lecture and seminar of the day or the 
demonstrations at hospitals, and on problems 
in general as related to the various aspects of 
hospital administration. 

—_—_ >. 


Friday, August 15 


Presiding: Clinton F. Smith, Chicago; 
Administrator, Grant Hospital 
9:00-10:15 A.M. 

SEMINAR: Basic Principles of Business Manage- 

ment 


Robert W. Elsassar, New Orleans; Professor of Busi- 
ness Management and Statistics, Tulane University 


10:30-12:00 A.M. 


LECTURE: Special Problems of the Medical Staff 


in Its Organization and Functioning 
Malcolm T. MacEachern, M.D., Chicago; Associate Di- 
rector, American College of Surgeons 


2:00-2:30 P.M. 
American Hospital Association Headquarters 
VISIT TO THE HOME OF THE AMERICAN HOSPITAL 


ASSOCIATION—Tour of Inspection 


Conducted by Bert W. Caldwell, M.D., Chicago; Execu- 
tive Secretary, American Hospital Association, and 
Arnold F. Emch, Ph.D., Assistant Secretary; Assisted 
by Headquarters Staff 


2:30-4:30 P.M. 
American Hospital Association Headquarters 


LECTURE AND ROUND TABLE CONFERENCE :Hospi- 
tal Accounting 
C. Rufus Rorem, Ph.D., C.P.A., Chicago; Director, 
Commission on Hospital Service, American Hospital 
Association 


Round Table Conference 
7:00-8:30 P.M. 


O.en Forum—Discussion of questions arising out 


June, 1941 


HAVE ] 
CUT COSTS AND 
SHARPER Hype Needlese 











The Tomac Needle Sharpener 
will do both for yOU--- 
the dullest needle in a few 


vel, eliminating purchase of 
ple and easy to 
erate, and 


n point on 
desired be . 
Foolproof, sum 
Department can op 


Puts a razor kee 
seconds; at any 
bevel needles. 


_ Anyone in Stores soe 
pi oe plentiful supply of properly sharp 
e 


i C. or D.C., 110 volt. 
d at all times. A. 
= pe por sti Handy black leatherette case. 
ev 


AMERICAN 


CORPORATION 
PITAL SUPPLY New York 


special 


HOS 





Unfailing Accuracy 


Every 
time’! 


eee e when 
AMERICAN 
high titre 
blood typing 
serums are 
used. 


Avoid errors by using AMERICAN standardized serum 
for human blood grouping. Quick, sensitive reactions, 
and unmistakable results. Exceptionally high titre, 
clear and clean, with no false agglutination reactions. 
Set: 2cc each Type A, Type B (50-60 tests). $4.00. Vial: 
2cc Type O, Moss IV, for confirming (50-60 tests) $2.00. 


AMERICAN 


HOSPITAL SUPPLY CORPORATION 
Chicago New York 








Chicago ee 


of the lectures and seminar of the day and on 
problems in general as related to the various 
aspects of hospital adr ‘nistration 
siuceigiincite ck 
Saturday, August 16 
Presiding: Ada Belle McCleery, R.N., Evanston; 


Illinois 
9:00-10:15 A.M. 
LECTURE: Legal Aspects of the Hospital 
William H. Spencer, Chicago; Dean, School of Busi- 
ness, University of Chicago 
10:30-12:00 A.M. 
LECTURE: Practical Application of Public Rela- 
tions to Hospitals 
Arnold F. Emch, Ph.D., Chicago; Assistant Secretary, 
American Hospital Association 
Sunday, August 17 
10:00-12:00 A.M. . 


Optional Group Conferences 


Coordinator: Gerhard Hartman, Chicago; Execu- 
tive Secretary, American College of Hospital 
Administrators 


Organization and Management of an Efficient 
Anesthesia Service in the Hospital 


Conducted by B. B. Lennon, M.D., Chicago; Director 
of Anesthesiology, Michael Reese Hospital 


Education and Training for Hospital Executives 
Conducted by Arthur C. Bachmeyer, M.D., Chicago; 
President, American College of Hospital Administra- 
tors; Director, University of Chicago Clinics 

Medical Staff Problems and Professional Ac- 
counting 
Conducted by Thomas R. Ponton, M.D., Chicago; Edi- 
tor, Hospital Management 

Organization and Management of the Outpatient 
Department and Special Problems Related to 
Its Functioning 
Conducted by Babette S. Jennings, Chicago; Director 
of Social Service and Dispensary, Children’s Memorial 
Hospital 

Clinical Laboratory Service 
Conducted by Josiah J. Moore, M.D., Chicago; Clinical 
Pathologist, Ravenswood Hospital 

3:00-5:00 P.M. 
TouR THROUGH MUSEUM OF SCIENCE AND IN- 


DUSTRY 
—_—~——— 
Monday, August 18 


Presiding: Eugene E. Salisbury, Chicago; 
Executive Director, Chicago Hospital Council 


9:00-10:15 A.M. 

LECTURE: Educational Functions of the Hospital 
Robin C. Buerki, M.D., Madison; Administrator, State 
of Wisconsin General Hospital 

10:30-12:00 A.M. 

LECTURE: Personnel Management and Personnel 
RELATIONSHIPS 
James A. Hamilton, New Haven; Director, New Haven 
Hospital; Professor of Hospital Administration, Yale 
University 
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Demonstrations 
2:00-4:30 P.M. 
Ravenswood Hospital 
Coordinator: George Swanson, Administrator: 


1 Business Management in a 200-Bed Hospital 


2 Correlation of the Medical Record Department 
with the Medical Staff Activities 


3 Development and Management of the Medical 
Library 


4 Nursing Administration 
Mount Sinai Hospital 


Coordinator: Stephen Manheimer, M.D., Director 
1 Administrative Control 
2 Medical Staff Organization 


3 Clinical Laboratory — Organization, Manage- 
ment and Service 


4 Business Management—Accounting, Purchas- 
ing and Revenue 


West Suburban Hospital 
Coordinator: L. C. Vonder Heidt, Superintendent 


1 Management of the Newborn—New Type Indi- 
vidual Cubicle Infant Cart 


2 Humidity and Ultraviolet Irradiation—Domi- 
nant Nursery Safeguards 


3 Adequate Orthopedic Facilities—Fracture Cart 
—Orthopedic Shop—Plaster and Splint Rooms 


4 Combined Central Gauze Room and Central 
Service for Patient Floor Care 


Group Conferences 


2:00-4:30 P.M. 

Intern, and Resident Problems in Hospitals 
Conducted by William D. Cutter, M.D., Chicago; Sec- 
retary, Council on Medical Education and Hospitals, 
American Medical Association 

Evaluation of Public Relations Programs—Dis- 
cussion of Ways and Means of Raising Money 
for Hospitals 
Conducted by Alden B. Mills, Chicago; Managing Edi- 
tor, The Modern Hospital 


Round Table Conference 


7:00-8:30 P.M. 

Open Forum—Discussion of questions arising out 
of the lectures of the day or the demonstrations 
at hospitals, and on problems in general as re- 
lated to the various aspects of hospital admin- 
istration. 

Tuesday, August 19 

Presiding: Veronica Miller, R.N., Chicago; 

Administrator, Henrotin Hospital 
9:00-10:15 A.M. . 

SEMINAR: Personnel Management and Personnel 
Relationships 
James A. Hamilton, New Haven; Director, New Haven 
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Hospital; Professor of Hospital Administration, Yale 
University 
10:30-12:00 A.M. 

LECTURE: Nursing Education and NursingService 
Nellie X. Hawkinson, R.N., Chicago; Professor of 
Nursing Education, University of Chicago 
Cordelia Hoeflin, R.N., Indianapolis; Director of Nurs- 
ing, Indiana University Medical Center 

Demonstrations 


2:00-4:30 P.M. 

Cook County Hospital 
Coordinator: General Manus McCloskey, Warden 
1 Central Control of Parenteral Solutions 
2 Preservation and Use of Medical Records in a 

Large Hospital 
3 Organization and Management of a Blood Bank 
Service 
4 A Modern Nurses’ Home; Teaching Facilities 
in a School of Nursing 
St. Joseph Hospital 
Coordinator: Sister M. Zita, A.M., Administrator 


1 Organization and Management of the Obstetri- 
cal Department 

2 Operating Room Management, Technique and 
Procedures 

3 Medical Records; Standard Nomenclature; 
Training Course for Librarians 


4 Food Administration 
University of Chicago Clinics 


Coordinator: G. Otis Whitecotton, M.D., 
Superintendent 


1 Food Service 

2 Anesthesia; Operating Room Management and 
Technique 

3 Medical Record Library; Creation of a Medical 
Record 


4 Housekeeping—Wali Washing, Care of Floors 


Group Conferences 


2:00-4:30 P.M. 

Present Day Problems Incident to Maintaining 
an Efficient Nursing Service in a General Hos- 
pital 
Conducted by Ada R. Crocker, R.N., Chicago; Director, 
Cook County School of Nursing 

Housekeeping and Linen Control 
Conducted by Mildred G. Page, Chicago; Executive 
Housekeeper, Henrotin Hospital 


Round Table Conference 
7:00-8:30 P.M. 
Open Forum—Discussion of questions arising out 
of the lecture and seminar of the day or the 
demonstrations at hospitals, and on problems in 
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general as related to the various aspects of 


hospital administration. 
———_ > 


Wednesday, August 20 


Presiding: Edna H. Nelson, R.N., Chicago; 
Superintendent, Women and Children’s 
Hospital 
9:00-10:15 A.M. 

SEMINAR: Nursing Education and Nursing Serv- 

ice 
Nellie X. Hawkinson, R.N., Chicago; Professor of 
Nursing Education, University of Chicago 
Cordelia Hoeflin, R.N., Indianapolis; Director of Nurs- 
ing, Indiana University Medical Center 
10:30-12:00 A.M. 
LECTURE: Management of the Food Service in the 
Hospital 
Miss E. M. Geraghty, Baltimore; Executive Dietitian, 
Union Memorial Hospital 
2:00-4:30 P.M. 
American Medical Association Headquarters 


VISIT TO THE HOME OF THE AMERICAN MEDICAL 
ASSOCIATION—Tour of Inspection 
Conducted by William D. Cutter, M.D., Chicago; Sec- 
retary, Council on Medical Education and Hospitals, 
American Medical Association, and 
Homer Sanger, Assistant Secretary 

Round Table Conference 
7:00-8:30 P.M. 

Open Forum—Discussion of questions arising out 
of the lecture and seminar of the day, and on 
problems in general as related to the various 


aspects of hospital administration. 
Oe 


; Thursday, August 21 
Presiding: William H. Tenney, Chicago; 
Superintendent, Illinois Masonic Hospital 
9:00-10:15 A.M. 
LECTURE: Management of the Physical Plant; 


Maintenance and Utilities 
L. C. Vonder Heidt, Oak Park, Illinois; Superintendent, 
West Suburban Hospital 


10:30-12:00 A.M. 
SEMINAR: Management of the Food Service in the 


Hospital 
Miss E. M. Geraghty, Baltimore; Executive Dietitian, 
Union Memorial Hospital 


Demonstrations 
2:00-4:30 P.M. 

Augustana Hospital 
Coordinator: E. I. Erickson, Superintendent 
Central Service for Surgical Dressings 
Operating Room Procedures 
Management of the Pharmacy Service 


Rehabilitation and Modernization of the X-ray 
Department 


m oF DD 
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The Problem — Different patients impose 
different lighting problems. Location of or- 
gans, obesity or emaciation of patient, char- 
acter of operation—all may affect the angle 
of the incision. Yet, light must be projected 
to the bottom and uniformly along the sides 
of every incision. The path your scalpel is 
to take must be adequately illuminated. 








The Solution — A Castle Operating Light. 
Not only can it be pre-adjusted to a basic 
position, anywhere within a 7-foot circle, but, 
during the operation, it can be precisely ad- 
justed—at the touch of a fingertip—to pro- 
ject the full concentration of light along the 
axis of vision, regardless of the angle the in- 
cision takes. 


Write for booklet “Vision in Surgery” 


WILMOT CASTLE COMPANY, 1276 University Avenue, Rochester, New York 


Preeise Light Angulation Vital In Perineal Work 


CASTLE LIGHTS 
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+? Michael Reese Hospital 
Coordinator: Herman Smith, M.D., Director 
Personnel Management 
Clinic Management and Medical Social Service 
Anesthesif’ Service 
Care of Premature Infants 


Woodlawn Hospital 


Coordinator: Grace L. DeVilbiss, R.N., 
Superintendent 


er OO DN 


—_ 


Organization and Management of a Private 
Hospital of 100 Beds 


Business Procedures 
Medical Records 
Central Food Service 


Be CO DD 


Group Conferences 
2:00-4:30 P.M. 

Planning and Equipping the Dietary Depart- 
ment; Maintaining Efficient Food Service 
Conducted by Beulah Hunzicker, Chicago; Executive 
Dietitian, Presbyterian Hosptial 

Organization, Management and Use of the Med- 
ical Library in a General Hospital 


L. Margueriete Prime, Chicago; Librarian, American 
College of Surgeons 


Round Table Conference 
7:00-8:30 P.M. . 

Open Forum—Discussion of questions arising out 
of the lecture and seminar of the day or the 
demonstrations at hospitals, and on problems 
in. general as related to the various aspects of 


hospital administration. 
+» 


Friday, August 22 


Presiding: Roger W. DeBusk, M.D., Evanston; 
Superintendent, Evanston Hospital 


9:00-10:15 A.M. 
SEMINAR: Management of the Physical Plant; 
Maintenance and Utilities 


L. C. Vonder Heidt, Oak Park, Illinois; Superintendent, 
West Suburban Hospital 


; 10:30-12:00 A.M. 
LECTURE: Organization and Management of the 
Small Hospital 
Gladys Brandt, R.N., Louisville; Superintendent, Chil- 
dren’s Free Hospital 
2:00-4:30 P.M. 
American College of Surgeons Headquarters 


VISIT TO THE HOME OF THE AMERICAN COLLEGE 
OF SURGEONS—Tour of Inspection 
Conducted by Malcolm T. MacEachern, M.D., Chicago; 
Associate Director, American College of Surgeons; 
Assisted by Heads of Departments . 

American College of Surgeons Activities with Spe- 
cial Reference to Hospital Standardization 

Exhibit of Press Publicity Concerning Hospitals 
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Use of Colored Lantern Slides in Public Educa- 
tion Programs 


Hospital Motion Picture, “To Serve All Mankind” 


Round Table Conference 


7:00-8:30 P.M. 

Open Forum—Discussion of questions arising out 
of the lecture and seminar of the day, and on 
problems in general as related to the various 
aspects of hospital administration. 

a ee . 
Saturday, August 23 
Presiding: C. Rufus Rorem, Ph.D., C.P.A., Chi- 
cago; Director, Commission on Hospital Service, 
American Hospital Association 


9:00-10:15 A.M. 

SEMINAR: Organization and Management of the 
Small Hospital 
Gladys Brandt, R.N., Louisville; Superintendent, Chil- 
dren’s Free Hospital 

10:30-12:00 A.M. 

LECTURE: Health Service for Hospital Personnel 
Joseph G. Norby, Milwaukee; Superintendent, Colum- 
bia Hospital 

2:00-4:30 P.M. 
SPECIAL CONFERENCE: Hospital Service Plans 


Conducted by C. Rufus Rorem, Ph.D., C.P.A., Chicago 
peels 


Sunday, August 24 
10:00-12:00 A.M. 


Optional Group Conferences 


Coordinator: Malcolm T. MacEachern, M.D., Chi- 
cago; Associate Director, American College 
of Surgeons 


Organization and Management of the Patients’ 
Library Service 
Conducted by Selma Lindem, Chicago; Librarian, Pres- 
byterian Hospital 

Hospital Legal Problems 
Conducted by Henry H. Caldwell, Chicago; Attorney 

X-ray Service 
Conducted by Maximilian J. Hubeny, M.D., Chicago; 
Director, Department of Roentgenology, Cook County 
Hospital 

Physical Therapy and Occupational Therapy 
Conducted by John S. Coulter, M.D., Chicago; Asso- 
ciate Professor and in Charge of Department of Physi- 
cal Therapy, Northwestern University Medical School 


—_————— 


Monday, August 25 


Presiding: Arnold F. Emch, Ph.D., Chicago; 
Assistant Secretary, American Hospital 
Association 
9:00-10:15 A.M. 

LECTURE: Organization and Management of the 

Obstetric Department 
M. Edward Davis, M.D., Chicago; Associate Professor 
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Petrolagar:. 


e When “Habit Time” is neglected and the patient tends to become consti- 
pated, consider the use of Petrolagar as an aid to regular comfortable bowel 
movement. One to two tablespoonfuls daily (see directions on package) 
provide bland fluid to help soften the feces and bring about an easily passed, 
well-formed stool. As soon as a regular “Habit Time” has been re-established, 
the daily dosage of Petrolagar may be gradually diminished until treatment 
is no longer required. 





Have you prescribed Petrolagar recently? 


SAMPLES ARE AVAILABLE TO PHYSICIANS ON REQUEST 


oa 


*Petrolagar—The trademark of Petrolagar Laboratories, Inc., 
brand emulsion of mineraloil . . . Liquid petrolatum 65 cc. 
emulsified with 0.4 gm. agar in a menstruum to make 100 cc. 





Petrolagar Laboratories, Inc. * 8134 McCormick Boulevard «¢ Chicago, Illinois 
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of Obstetrics and Gynecology, University of Chicago, 
The School of Medicine of the Division of the Biologi- 
cal Sciences 


10:30-12:00 A.M. 


LECTURE: Medico-Social Care of the Sick 
F. Stanley Howe, Orange, New Jersey,; Director, 
Orange Memorial Hospital 


Demonstrations 


i 2:00-4:30 P.M. 
Chicago Lying-In Hospital and Dispensary 


Coordinator: S. A. Ferguson, Assistant 
to Director 


1 Registration and Admission Procedures 
2 Special Problems of Obstetric Service 
3 Nursery Management 
4 Obstetric Procedures 
St. Elizabeth Hospital 
Coordinator: Sister M. Adolphine, R.N., Superior 
1 Obstetric Department in a General Hospital 
2 Nursery Technique 
3 Central Supply Service 
4 


Set-Up for a Major Operation—Supplies, Fa- 
cilities, and Personnel 


Women and Children’s Hospital 


Coordinator: Edna H. Nelson, R.N., 
Superintendent 


Mothers’ Milk Bureau 
Care of the Newborn 


Obstetric Technique and Procedures 


» OO DO 


Nursing Care of Obstetric Patients 


Group Conferences 
2:00-4:30 P.M. 


Management of the Obstetric Department, with 
Discussion of Procedures and Special Problems 
Conducted by Dorothy Jackson, Chicago; Supervisor 
of Obstetric Department, Grant Hospital 


Establishing and Maintaining a Good Medical 
Record System in the Hospital 
Edna K. Huffman, R.R.L., Chicago; Director, Training 
School for Medical Record Librarians, Grant Hospital 


Round Table Conference 
7:00-8:30 P.M. 


Open Forum—Discussion on questions arising out 
of the lectures of the day or the demonstrations 
at hospitals, and on problems in general as re- 
lated to the various aspects of hospital admin- 
istration. 
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Tuesday, August 26 


Presiding: Rev. John W. Barrett, Chicago; Direc- 
tor, Catholic Hospitals, Archdiocese of Chicago 


9:00-10:15 A.M. 
LECTURE: Workmen’s Compensation and Liability 
Insurance 
F. Stanley Howe, Orange, New Jersey; Director, 
Orange Memorial Hospital 
10:30-12:00 A.M. 
LECTURE: The Public or Tax-Supported Hospital 
George O’Hanlon, M.D., Jersey City; Medical Director, 


Jersey City Medical Center 
ee! 


Presiding: Frederick L. McNally, Chicago; 
President, Chicago Hospital Council 


2:00-2:50 P.M. 
LECTURE: The Hospital and the Health Depart- 
ment : 
Herman N. Bundesen, M.D., Chicago; President, Chi- 
cago Board of: Health 
3:00-3:50 P.M. 
LECTURE: The Hospital in Its Relation to the 
Community 
G. Harvey Agnew, M.D., Toronto; Secretary, Depart- 
ment of Hospital Service, Canadian Medical Associa- 
tion 
4:00-4:50 P.M. 
LECTURE: The Care of the Psychiatric Patient in 
the General Hospital 
David Slight, M.D., Chicago; President, Illinois Society 
for Mental Hygiene; Professor of Psychiatry, Univer- 
sity of Chicago, The School of Medicine of the Division 
of the Biological Sciences; Head of Section on Psychia- 
try, University of Chicago Clinics 


7:00 P.M. 


Annual Dinner for Members and Faculty 
of the Institute 
Sponsored by the American Hospital Association 
ee 


Wednesday, August 27 


Presiding: Malcolm T. MacEachern, M.D., Chi- 
cago; Associate Director, American 
College of Surgeons 


9:00-10:15 A.M. 
LECTURE: The Art and Science of Hospital Ad- 
ministration 
George O’Hanlon, M.D., Jersey City; Medical Director, 
Jersey City Medical Center 
10:15-11:30 A.M. 
LECTURE: Hospital Code of Ethics 
G. Harvey Agnew, M.D., Toronto; Secretary, Depart- 
ment of Hospital Service, Canadian Medical Association 
11:30 A.M-12:30 P.M. 
CLOSING EXERCISES 
Remarks 
Bert W. Caldwell, M.D., Chicago; Executive Secretary, 
American Hospital Association 
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AS REPORTED* BY 33 
OUT OF 35 HOSPITAL 
EXECUTIVES 


This same survey* indicated that 
some hospital authorities, however, 
do not yet realize the all-importance 
of using properly prepared, tested 
solutions. (““Many hospitals empha- 
sized the fact that the condition of 
the patient may be the controlling 
factor in producing reactions... In 
addition, too rapid administration 
of the solution, an excessively high 
temperature of the solution or other 
faulty techniques may be responsible 
for unfavorable results.” ) 

On the contrary, when Cutter 
Solutions in Saftiflasks are used, 
these reactions rarely occur. The 
paramount faulty technique which 


CUTTER 





Safe solutions to 
begin with ...and safer 
in use because of the 
Saftiflask’s complete 
simplicity. Just plug-in 


your injection tubing! 













*Hospitals Report Current Practices in Use 

of Intravenous Solutions: Hospital Manage- 

ment, Dec., 1940. Reprints available. 

#A Study of Hyperpyrexia Reaction Follow- 
ing Intravenous Therapy, Horace M. Banks, 
A, J. of Clin. Path. 4:3, Reprints available 


CUTTER Laboratories 


BERKELEY - CHICAGO - NEW YORK 


| 
ko 


Seattle - Los Angeles - New Orleans - Ft. Worth - San Antonio - Denver 
























the hospital must guard against is 
improperly cleaned and sterilized in- 
jection tubing. 

It has been definitely proven by 
many workers, notably by Banks, 
that of the many “reasons” given 
for reactions following intravenous 
therapy only one is valid—pyrogenic 
substances present in the solution or 
in the tubing. Specification of solu- 
tions ‘in Saftiflasks” protects the 
doctor and the hospital against the 
— of pyrogenic substances 

eing present in the solution, while 
proper delegation of responsibility in 
the hospital for cleaning and sterili- 
zation of injection apparatus will 
prevent reactions from this source. 











In CUTTER SAFTIFLASKS, too 
Human Serum and 
Human Plasma 
from healthy white.registered donors 


A “blood bank” for every hospital. 
No typing or cross-matching re- 
quired. Simply remove cap, insert 
connecting tube and start injection. 
Available in 250 c.c. Saftiflasks and 
50 c.c. bottles. 






















Visitors on the Maternity Ward 


MERRELL L. STOUT, M.D. 


ternity patients has some unique aspects 

which do not apply to the ordinary medical 
and surgical cases in a hospital, and for that rea- 
son might well be given some special considera- 
tion. 


T= problem of controlling visitors to ma- 


In theory we believe that regulations concern- 
ing visitors to maternity patients should be made 
by the physician in charge of the case. He pre- 
sumably has the interest and welfare of his pa- 
tient close to his heart and should instruct his 
patient with regards to visitors accordingly. In 
fact, however, either through forgetfulness on 
the part of the attending physician, or through a 
subconscious fear of offending the individual, pa- 
tients, as a rule, are not instructed as to the in- 
advisability of having large numbers of visitors. 
The result is that unless the hospital authorities 
set up some definite regulations they will have 
ultimately on their hands an exhausted patient 
and an exhausted personnel. 


Visiting Rules Necessary 


It is true, perhaps, that many more physicians 
could be educated to realize the importance of rest 
for the puerperal woman, but still, at least while 
this education is progressing, rules are necessary. 


Let us, therefore, follow the course of the pa- 
tient admitted to a hospital early in labor. After 
being made as comfortable as possible in her room, 
and any routine preparation incident to delivery 
accomplished, it is quite likely that she will be 
anxious for the company of her husband or 
mother. Providing these individuals are normally 
sympathetic, there would seem to be little reason 
why they should not be with the patient. How- 
ever, as labor progresses toward the second stage, 
the average obstetrician is very likely to pre- 
scribe some type of medication for the patient, 
using as a rule rather formidable doses of barbitu- 
rates or paraldehyde. After this medication is 
administered it is our belief that all visitors should 
be prohibited. The patient then needs almost con- 
stant nursing supervision and visitors then are 
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very much in the way. It also should be pointed 
out that the barbiturates as a rule, while produc- 
ing a satisfactory amnesia from the patient’s 
point of view, are far from analgesic or anes- 
thetic in their effects. More frequently than not 
the effect is that of hyper-excitability on the part 
of the patient which, if seen by lay visitors would 
disturb and puzzle them to a great extent, and 
would make it extremely difficult to convince them 
that the patient is actually comfortable and will 
have no recollection of this portion of her labor. 
Time and time again we have heard patients state 
after delivery that they remembered nothing after 
they had been given their “little blue capsules,” 
when our nursing staff remembers all too clearly 
their difficulties with a restless patient following 
this medication. 


The Husband and Mother 


After delivery, of course, the husband, when 
he has glanced at his newly acquired offspring, 
and perhaps commented as to its remarkable re- 
semblance to himself, is desperately anxious to 
see for himself whether his wife is “all right.” 
This, we believe, he is certainly entitled to do, 
but once having seen her, he should remove him- 
self from the room and no visitors should be per- 
mitted to see the patient for the next eight or 
ten hours. 


During the first few days of the puerperium 
visitors should be kept at an absolute minimum; 
the husband and mother should be the only ones 
admitted, and their visits should be as short as 
possible. Uterine involution is going on, recovery 
from the strain and shock of labor is taking place, 
lactation is commencing, and the patient needs all 
the rest possible. 


As the puerperium progresses, of course, the 
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Leighton M. Arrowsmith, President 
St. John’s Hospital 
Brooklyn, New York 
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St. Luke’s Hospital 
Bethlehem, Pennsylvania 
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normal patient rapidly regains her mental and 
physical equilibrium, and, in almost all cases, un- 
doubtedly benefits by a reasonable number of vis- 


itors. The actual number, of course, depends 
upon local circumstances, but we believe that there 
should never be more than three visitors in a 
patient’s room at any one time. 


If this rule is made known to all concerned: be- 
fore the patient is admitted it helps to avoid other 
difficulties which can arise; especially the con- 
gestion of visitors in waiting rooms and corri- 
dors, which, with its attendant noise and confu- 
sion, works to the detriment of other patients in 
the hospital. This congestion also is cbviously 
unnecessarily exhausting to the hospital personnel 
responsible for control of the unit. 


Children Under Twelve Years 


With regard to children, we believe the gen- 
eral consensus of opinion is that no one under 
twelve years of age should be permitted to visit 
a maternity patient. The reason for this is fairly 
obvious. Children are all potentially carriers of 
the exanthemata, as well as respiratory infec- 
tions, and the puerperal patient is extremely easily 
infected. Add to this the rare but serious conse- 
quences of a case of pertussis or severe impetigo 
in a newborn nursery, and we have ample reason 
to exclude children from visiting a maternity 
ward. 


Rest for the Mother 


It finally should be realized that a patient who 
has just had a baby is an extremely busy woman. 
It is known that breast feeding, even if only con- 
tinued for a short time, speeds up uterine in- 
volution, and the average obstetrician, unless 
there are contra-indications, will be inclined to 
have his patient nurse her baby at least during 
her hospital stay. This all takes time and keeps 


the new mother well occupied. With this in mind 
it would seem advisablé to have a definite rest 
period for these patients during each day, and 
since in the majority of institutions the heavy 
meal of the day is served at noon, the time selected 
for this rest, when no visitors are permitted at 
all, would fall in the afternoon, say between the 
hours of two and four o’clock. 


Suggested Rules 


Considering the foregoing, therefore, we have 
set up the following rules and regulations for 
visitors to our maternity unit, and the doctors 
and prospective patients receive notice of these 
rules well in advance of the time of delivery: 


1 Only one visitor at a time for a short 
interval in the labor room until amnesia 
starts, following which no visitors are allowed 


2 No visitors excepting husband for a very 
brief period until ten hours after delivery 


3 No visitors but husband and mother, and 
these for short periods for the first four days 
following delivery 


4 For the rest of the patient’s stay, only 
three visitors to be permitted in the patient’s 
room at any one time : 


5 No visitors between the hours of 2:00 
and 4:00 p. m. 


6 No visitors before 10:00 a. m. and after 
9:00 p. m. 


In closing, with reference to the enforcing of 
these rules suffice it to say, of course, that excep- 
tions are made, for we believe that it is only with 
the application of common sense, along with reg- 
ulations, that patients may be made content dur- 
ing their hospital stay. 





<i 
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Santa Monica Hospital to Be Transferred to the California Hospital 


The Santa Monica Hospital, in Santa Monica, 
California, according to present plans will be 
turned over to the California Hospital operated by 
the Lutheran Hospital Society of Southern Cali- 
fornia, in Los Angeles, on January 1, 1942. Dr. 
William S. Mortensen, president and medical su- 
perintendent of the Santa Monica Hospital, has 
for some time planned to convert his profit cor- 
poration into a nonprofit charitable institution for 
the citizens of Santa Monica. He did not wish 
to do this until his entire plans could be formu- 
lated into a foundation. He, therefore, announced 
that preliminary plans have now been approved. 
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The transfer will be in the form of a gift on 
the basis of a foundation. In this gift Dr. William 
S. Mortensen and the widow of Dr. August B. 
Hromadka will participate in creating a memorial 
for Dr. August B. Hromadka and Dr. William S. 
Mortensen. Doctor Mortensen, in considering the 
interest of the community, believes that these in- 
terests would be best served by having the Santa 
Monica Hospital operated by a church institution. 
The gift includes the 150 bed Santa Monica Hos- 
pital and adjoining property. Also the Loamshire 
Convalescent Home, a thirty bed institution. 
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SUITE 820-828 


From certain sources you expect certain results 





AZNOE’S-WOODWARD MEDICAL PERSONNEL BUREAU 


What could be more logical than the deduction that the medical 
personnel organization which has been doing a splendid job 
for others for more than forty years can do an equally ex- 
cellent job for you? 


During these years we have spread our acquaintanceship 
throughout the width and depth of the land. Undoubtedly every 
hospital management in America is familiar with the advan- 
tages available to them through our proficient services. That 
is why we find it so easy to find positions for our clients exactly 
in line with their desires. 


At the moment we have excellent openings for all types of 
Nurses, Medical Stenographers, Record Librarians, Dietitians, 
Technicians, Etc. 


S| Why not write today for full particulars of the 

S Aznoe’s-Woodward service? We will gladly 
send you the information, together with appli- 
cation form, of course, without obligation. 





Ann Ridley Woodward, Director 


30 NORTH MICHIGAN AVENUE CHICAGO, U. S. A. 














LET ME HELP YOU 
WITH NURSE RECORDS 


Although paper mills have raised costs 
four times yet I only raised my prices on 
April first. When the mill again raised May 
prices and printers raised May wages, I only 
raised April prices 10 per cent per 1000 on 
Nurse Records. 

If you have been ordering 10,000 you 
should order 40,000 NOW to save Hospital 


money. 


ORDER TODAY AND SAVE 


Cc. P. BRATE’ 
61-67 HUDSON AVENUE, ALBANY, N. Y. 
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. . and in addition they are 
AUTHORITATIVE! Many are 
approved by A. H. A. and 
A. C. S. They are adaptable 
to every department and pro- 
fessional service in both large 
and small hospitals. 


Over 800 
Standardized Forms 


Built up over a period of serving the 
hospital field more than 25 years. Print- 
ing in large lots as we do, the prices 
are LOW and you can make further sav- 
ings by buying under Assorted Lot 
Plan. Send us samples of the forms you 
are now using. We will analyze them 
for you with reference to replacing them 
with standardized forms at a saving 
to you. 







A valuable quide in the se- 
lection of the proper forms 
for all departments. It is 
yours for the asking—write 
today. 






WE HAVE A 


PHYSICIANS’ RECORD CO. S71 8-V-19) 9430) 


{ The Largest Publishers of FORM 
Hospital and Medical Records a Wedoege 












161 W. HARRISON ST. CHICAGO, ILL. ects 
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_THREE HUNDRED AND fifty- 
eight new items in a catalog of one 
hundred and sixty pages comprise the 
most comprehensive catalog of labora- 
tory glassware yet published by Cor- 
ning Glass Works. The “Pyrex” 
laboratory glass ware catalog is com- 
pletely revised and enlarged: Every 
hospital buyer will need a copy. You 
can get yours by writing to Corning, 
New York. 


rs o-s 


DRAMATIC DISPLAY has been 
staged by Goodall Worsted Company 
in presenting the decorative fabrics in 
their new showroom at 61 East 53rd 
Street, New York City. The lighting 
and arrangement have been designed 
to demonstrate the possibilities to 
prospective purchasers. From _ the 
hands of noted experts comes the 
beauty of exquisite color and form, so 
that you will see new ways to create 
a distinctive hospital atmosphere for 
your institution. 


o-s 


FIFTY-EIGHT YEARS ago when 
Mr. C. P. Brate of Albany, New York, 
was specializing in helping hospitals 
to get their printed forms at low 
prices, the best printers received 
twenty-five cents an hour. Today 
printers receive $1.25 an hour. Mr. 
Brate advises hospital buyers to order 
now all paper records which will be 
needed for the next three years, due 
to current raises and expected raises 
in the price of paper. 


o-o 


“THERE IS NOTHING new ex- 
cept what is forgotten’—An old 
proverb which the General Electric 
X-Ray Corporation can refute when 
they show their new Photo-Roent- 
genographic Unit. This is the unit 
that photographs a fluoroscopic image 
of the chest on a 4”x5” film, large 
enough for direct diagnosis without 
magnification. They say, “It costs 
only a few cents and it proves 97.4% 
as accurate as a 14”x17” roentgeno- 
graph.” 


o-s 


EXCITING EVENTS have occurred 
in one of our pioneer establishments. 
Ann Ridley, widely known for her 
work at Aznoe’s Central Registry, 
now takes her place as director of 
this organization in full charge. In- 
asmuch as she changed her name re- 
cently, having quietly become Mrs. 
Richard Woodward, she now signs her 
name, Ann Ridley Woodward, and her 
organization becomes Aznoe’s-Wood- 
ward Medical Personnel Bureau. 
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GREAT WORKS are performed not 
by strength but by perseverance. 
That is the way Scanlan-Morris Com- 
pany have evolved their new obstetri- 
cal and delivery table. Such features 
as the new type of knee crutches and 
adjustable sole plate assembly, which 
bring comfort and support to the pa- 
tient, are the result of persevering 
study. This and many other improve- 
ments make their table an important 
part of your surgical service. 


o-so 


HOSPITALS DERIVE the greater 
benefits from their Hollister birth 
certificates when they are framed and 
hung in homes. If they are tucked 
away out of sight and shown only 
occasionally the publicity value is ma- 
terially decreased.’ The truth is that 
the framed certificates, continuously 
in view, become productive publicity 
of the highest order. The Hollister 
Birth Certificate Service of Chicago 
anticipated the probability of the cer- 
tificates being lost sight of after the 
first few months following baby’s 
birth, and have provided the Hollister 
Duplex Birth Certificate Frames, 
which keep the certificates in constant 
view in the homes, besides protecting 
them from soiling by handling. Cer- 
tificates are inserted between two 
sheets of crystal-clear glass, making 
both sides visible—formal certificates 
on front, family history, baby’s foot- 
prints and mother’s thumbprints on 
reverse side. 


o-s 


IT IS PURPOSE which gives a 
meaning to everything. When Frank 
A. Hall & Sons made their Floating 
Spring they had raw materials the 
same as are available to everyone. 
They also had a purpose so that when 
they had put all the materials to- 
gether in their own way they had ac- 
complished their purpose—to give 
maximum bed comfort to patients in 
hospitals. 


o-o 


BEFORE WORRYING too. much 
about the matter of nurse-shortages 
the average hospital administrator 
might well study the check-list in the 
June issue of the American Journal 
of Nursing. It indicates 15 specific 
ways in which too many institutions 
are wasting valuable nursing time be- 
cause of adherence to out-moded 
practices. This is one of 30 articles 
in the June Journal on various aspects 
of national defense and impending 
changes in the field of nursing. 


Bacon said “Light gains make heavy purses, 


for light gains come often, great gains now 


and then.” 


A PREDETERMINED FORMULA 
is necessary in laundry washing. In 
the past, the laundry washman was 
responsible for this. He had to see 
that proper water levels and tempera- 
tures were maintained, that correct 
amounts of supplies were introduced 
at proper times. With multiple duties 
for each washer, washman with a 
number of machines had considerable 
detail to prevent him from adhering 
to formula. Now positive formula ad- 
herence is possible through develop- 
ment of an automatic control which 
takes washer through entire cycle 
without human attention. It is called 
Almcon Mechanical Washman, devel- 
oped by The American Laundry Ma- 
chinery Co. Washman only loads, un- 
loads washer, charges control with 
supplies. The Mechanical Washman 
automatically fills washer with water, 
empties, introduces supplies, regulates 
important temperatures. Control as- 
sures uniform quality work, accom- 
plishes water and supply savings, 
increases washman’s efficiency. 


o-oo 


YOU WILL SEE soon the new elec- 
trically operated bed which Frank A. 
Hall & Sons of New York City have 
had under their close scrutiny ever 
since it was first shown last Septem- 
ber in Boston. It has been undergoing 
a series of tests to prove it can meet 
every hospital requirement. This bed 
will create a good impression, especial- 
ly among certain types of patients, 
because of its smooth operation. No 
more winding of cranks, just touch a 
button and the bed moves automatic- 
ally to the desired position. The pa- 
tient can operate it to secure the exact 
position desired. The Hall people 
have tackled this problem with their 
usual thoroughness so that you can 
depend upon getting a practical long- 
lasting electrically operated bed. 


o-s 


IT HAS BEEN SAID that knowl- 
edge is like money. The more a man 
gets, the more he craves. That seems 
to be the way with the Hospital Bu- 
reau of Standards and Supplies. They 
announce that they have new reports 
on paints, giving ratings based on 
grade and relative economy of the 
products of ten manufacturers of na- 
tionally sold paint. Included are rat- 
ings of outside primers and finished 
coats; inside wall primers and finished 
coats including flat, semi-gloss, and 
gloss paints; enamels and enamel 
undercoats; and floor and deck paints. 
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YOU'LL BE GLAD YOU GOT YOURS 


SURGEONS and hospital superintendents alike are enthusiastic 
about these new, improved Septisol Dispensers. They like the ease 
of operation... the amazing soap economy. It’s the best dispenser 
Vestal has ever created --and that means the best there is -- by far. 


The New Improved 
SEPTISOL DISPENSERS 


1 Control Valve. This simple lating device controls the flow of soap; 
ranging from a few drops to a full ounce. This exclusive feature elimi- 
nates waste. 





























- Combination spout swivel device and filler plug permits spout to swing 
from left to right. Removable to permit easy filling. 


3 Horizontal Dispensing spout cuts down overall height—eliminates 





dripping. , 
4 New Foot Operated Feather Touch Pedal. No springs. No washers; 
¥ No moving parts—nothing to wear out. You’ll like this. 
L 4 
ERS : 

on eauienet in 
three modeis~ 
a Lhe SEPTISOL SURGICAL SOAP 
Wall Type. Beauti- | is scientifically prepared from pure Olive Oil, Cochin 
ful chromium Cocoanut Oil, and other fine vegetable oils. Made es- 
plated finish. Wall - 2 - 
type has attractive pecially for scrub-up rooms. Gives a thick, creamy lather. 
oe be sage — Helps eliminate danger of infection and roughness that 
Rese demanded be comes from use of harsh, irritating soaps. 
Modern Hospitals. 
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News Notes of Interest to the Hospital Field 


Catherine Bland has been appointed superin- 
tendent of the Wilson Memorial Hospital, Sidney, 
Ohio, succeeding Mrs. Mary J. Taylor, who re- 
signed to accept the superintendency of the 
Marion City, Ohio, Hospital. 


a 


Margaret Bower, R.N., has resigned as superin- 
tendent of the Corry Hospital, Corry, Pennsylva- 
nia, to accept the superintendency of the Com- 
munity Hospital, Kane, Pennsylvania. 

ee ee 

Martha Buchanan has resigned as superinten- 
dent of the John Graves Ford Memorial Hospital, 
Georgetown, Kentucky. Mrs. Jack Tucker will 
serves as acting superintendent until Miss 
Buchanan’s successor is appointed. 

a 

Dr. J. W. Hartigan has been named acting su- 
perintendent of the McKendree Emergency Hos- 
pital, McKendree, West Virginia, succeeding Dr. 
Norman G. Patterson, who resigned. 

Veacinliete tel. 

Ralph W. Jordan has resigned as secretary and 
Mrs. Lucille Brick has resigned as assistant sec- 
retary of the Ohio Hospital Association to devote 
their entire time as director and associate director, 
respectively, of the Central Hospital Service, Co- 
lumbus, Ohio. 

ait 

F. Wilson Keller resigned as superintendent of 
the Lawrence Hospital,. Bronxville, New York, to 
accept the superintendency of the New York So- 
ciety for the Relief of the Ruptured and Crippled, 
New York City. Mr. Keller succeeds Edward A. 
Willmer, who resigned. 

re ae 

James T. Pate, assistant superintendent of Long 
Island College Hospital, Brooklyn, New York, has 
been appointed superintendent of Duval County 
Hospital, Jacksonville, Florida. Mr. Pate assumed 
his new duties on June 1. 


—— 


Mrs. Edna Reams has been appointed superin- 
tendent of the Budd Clinic and Hospital, Johnson 
City, Tennessee. 


Sat <acennE 


Dr. Norman D. Render, formerly of the staff of 
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the Cherokee State Hospital, Cherokee, Iowa, has 
been appointed superintendent of the Clarinda 
State Hospital, Clarinda, Iowa, succeeding the late 
Dr. Roscoe D. Smith. 


eee Teed 

Mrs. Olive B. Riley has assumed her duties as 
superintendent of the Waurika Hospital, Waurika, 
Oklahoma. 


ecniiliiatas: 

Minnie O. Robbins, R.N., will retire as superin- 
tendent of the Marlboro Hospital, Marlboro, Mas- 
sachusetts, after having served in that capacity 
for thirty-seven years. Dorothea Rice, R.N., who 
succeeds Miss Robbins, assumes her new duties 


June 1. 
——_<——__—_ 


Dr. Ella Roberts, assistant instructor in medi- 
cine at the University of Pennsylvania, Philadel- 
phia, has been appointed medical director of the 
Children’s Heart Hospital, Philadelphia, Pennsyl- 
vania. Dr. Roberts succeeds Dr. O. F. Hedley, 
who was acting director during his stay in Phila- 
delphia to make a study of rheumatic fever for the 
U.S. Public Health Service. 


Spalitieililitten tans 

Dr. Wendell Hofma Rooks has been appointed 
superintendent of the Christian Sanatorium, Mid- 
land Park, New Jersey, succeeding Dr. Taeke 
Bosch. 


———<——— 
Sophie Rowland has assumed her duties as 
superintendent of the Lutheran Hospital, Cuero, 


Texas, succeeding Mary Sala, who resigned. 
———.——___—— 


Mary C. Schabinger, R.N., resigned as superin- 
tendent of the Shamokin State Hospital, Shamo- 
kin, Pennsylvania, to accept the superintendency 
of the Nanticoke State Hospital, Nanticoke, Penn- 


sylvania. 
a 


Dr. Huston K. Spangler has been elected super- 
intendent of the Belmont Hospital, Worcester, 
Massachusetts, to fill the unexpired term of Dr. 
May S. Holmes, who retired. 

ee aia 

Kenneth Ward has been named head of the Mc- 

Kay Memorial Hospital, Soap Lake, Washington, 


succeeding I. G. Fatheree, who has resigned. 
ee 


Dr. H. O. Witten, formerly chief medical of- 
ficer at the Veterans’ Hospital, Lyons, New Jer- 
sey, is now manager of Veterans Hospital, Au- 
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It’s hard enough to become an expert in 
any one field. Yet the hospital adminis- 
trator must attempt to be an authority in 
many —the professional and_ technical 
aspects of hospital procedure, plant opera- 
tion and maintenance, buying of equip- 
ment and supplies, to name only a few. 


Leading suppliers of hospital goods and 


services must be experts in their own par- 


ticular fields. Intensive research and wide 
experience earned them leadership; con- 
tinuing progress and product quality keeps 
them out in front. Why not consult these 


Known AD: Known 
Brands “ae Quality 


or an Expert! 


experts, let them help you solve problems 
of maintenance, equipment and supply? 


A reliable list of experts to choose from 
is printed below — the member firms of 
the Hospital Industries Association. Indi- 
vidually, and as a group, these firms are 
ready and willing to lend you their knowl- 
edge. Why not give the experts a job! 
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HOSPITAL INDUSTRIES ASSOCIATION 


A. S. Aloe and Company St. Louis, Mo. 
American Hospital Supply Corp, Chicago, III. 

American Laundry and Machine Co. 
Cincinnati, Ohio 

American Machines and Metals, Inc. 
East Moline, Illinois 
American Radiator and Standard Sanitary Corp. 
Pittsburgh, Pa. 
American Rolling Mill Co. Middletown, Ohio 
American Sterilizer Company Erie, Pa. 
Angelica Jacket Company St. Louis, Mo. 
James L. Angle Furn. Co. Ludington, Michigan 
Applegate Chemical Company Chicago, Illinois 
Armstrong Cork Company Lancaster, Pa. 
Bard-Parker Company, Inc. Danbury, Conn. 
Bassick Company, The Bridgeport, Conn. 
Becton, Dickinson and Co. Rutherford, N. J. 
Bruck’s Nurses Outfitting Co., Inc. N. Y. City 
Burdick Corporation, The Milton, Wisconsin 
Burrows Company, The Chicago, lilinois 
Carolina Absorbent Cotton Co. Charlotte, N. C. 
Castle Company, Wilmot Rochester, New York 
Citrus Concentrates, Inc. Dunedin, Florida 
Clark Linen Company Chicago, IIlinois 
Clay-Adams Co., Inc. New York City 
Colgate-Palmolive-Peet Co. Jersey City, N. J. 
Warren E. Collins, Inc. Boston, Mass. 
Colson Corporation Elyria, Ohio 
Continental Hospital Service, Inc. Cleveland, O. 
Crane Company. Chicago, Illinois 
Cutter Laboratories Berkeley, California 
F. A. Davis Company Philadelphia, Pa. 
Davis and Geck, Inc. Brooklyn, N. Y. 
Denoyer-Geppert Company Chicago, Illinois 

J. A. Deknatel and Son, Inc. 

Queens Village, L. I., New York 
DePuy Manufacturing Company Warsaw, Ind. 
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Doehler Metal Furn. Company New York City 
Dunlop Tire and Rubber Company Buffalo, N. Y. 
Eichenlaub’s Pittsburgh, Pa. 
J. H. Emerson Company Cambridge, Mass. 
Faultless Caster Corporation Evansville, Indiana 
Finnell System, Inc. Elkhart, Indiana 
J. B. Ford Sales Company Wyandotte, Michigan 
General Cellulose Co., Ine., The Garwood, N. J. 
General Electric X-Ray Corp. Chicago, Illinois 
General Foods Sales Co., Inc. New York City 
Goodall Worsted Company New York City 
Frank A. Hall and Son New York City 
Hanovia Chemical Company Newark, N. J. 
Hill-Rom Company Batesville, Indiana 
Hillyard Sales Co. St. Joseph, Missouri 
Hobart Manufacturing Company Troy, N. Y. 
Holtzer-Cabot Elecfric Co. Boston, Mass. 
Hospital Equipment Company New York City 
Hospital Management Chicago, Illinois 
Hospital Topics and Buyer Chicago, Illinois 
Huntington Laboratories, Inc. Huntington, Ind. 
Inland Bed Company Chicago, Illinois 
International Nickel Co. New York City 
Jameison, Inc. Chicago, Illinois 
Jarvis and Jarvis, Inc. Palmer, Mass. 
Johnson and Johnson New Brunswick, N. J. 
H. L. Judd Co., Inc. New York City 
Henry L. Kaufmann and Co. Boston, Mass. 
Kelley-Koett Company Covington, Kentucky 
Kenwood Mills Albany, New York 
Kent Company, Inc., The Rome, New York 
Kitchen Katch-All Corp. Greenwich, Ohio 


Lewis Mfg. Co.—Bauer & Black Chicago, III. 
Samuel Lewis Company, Inc. New York City 
Marvin-Neitzel Corporation Troy, New York 
Meinecke Company New York City 
The Mennen Company Newark, N. J. 


Midland Chemical Company 
Modern Hospital Publishing Co. 
National Lead Company New York City 
Ohio Chemical and Mfg. Co. Chicago, Illinois 
Oxygen Equipment & Service Co. Chicago, III. 
Parke, Davis and Company _ Detroit, Michigan 
Physicians’ Record Company Chicago, Illinois 
Puritan Compressed Gas Corp. Chicago, Illinois 
Republic Steel Corporation Cleveland, Ohio 
Rhoads and Company Philadelphia, Pa. 
Will Ross, Inc. Milwaukee, Wisconsin 
W. B. Saunders Company Philadelphia, Pa. 
Scanlan-Morris Company Madison, Wisconsin 
Schering and Glatz, Inc. New York City 
F. O. Schoedinger Columbus, Ohio 
Schwartz Sectional System Indianapolis, Ind. 
Ad. Seidel and Sons Chicago, Illinois 
John Sexton and Company Chicago, Illinois 
Shampaine Company St. Louis, Mo. 
Snow-White Garment Mfg. Co. Milwaukee, Wis. 
The Simmons Company Chicago, Illinois 
Spring-Air Mattress Company Holland, Mich. 
E. R. Squibb and Sons Co. New York City 
Standard Apparel Company Cleveland, Ohio 
Standard Electric Company Springfield, Mass. 
Stanley Supply Company New York City 
Thorner Brothers New York City 
Union Carbide Company New York City 
United States Gutta Percha Paint Co. 
Providence, Rhode Island 
U. S. Hoffman*Machinery Corp. New York City 
Vestal Chemical Laboratories, Inc. St. Louis, Mo. 
C. D. Williams and Company Philadelphia, Pa. 
Williams Pivot Sash Company Cleveland, Ohio 
Wilson Rubber Company Canton, Ohio 
Max Wocher and Son Co. Cincinnati, Ohio 
Zimmer Manufacturing Company Warsaw, Ind. 


Dubuque, lowa 
Chicago, Ill. 
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gusta, Georgia. Doctor Witten succeeded the late 
Dr. M. L. Compton. 


RE PND 

Florence, Alabama—Arrangements have been 
made and funds provided for the building of a 
$125,000, sixty-bed hospital at Florence, Alabama. 
More than one-half the funds will be provided by 
the WPA and the remainder by the City of 
Florence. 


eee ree 

Culver City, California—The University Hospi- 
tal in Culver City, California, will be remodeled 
and enlarged, and hereafter will be known as the 
Culver City Hospital. 


i iil Sle: 

Denver, Colorado—Plans have been approved 
for the construction of a new $150,000 three-story 
isolation wing at the Children’s Hospital, Denver, 
Colorado. The funds for the construction of this 
addition were made available from the H. H. Tam- 
men Endowment. 


Scidiliiiadipi 

Greenwich, Connecticut—Ground-breaking cere- 
monies for a new $1,000,000 Greenwich Hospital 
were held in Greenwich, Connecticut, on May 12. 
Construction will start immediately on the first 
unit, a $170,000 power plant and laundry, and 
work on the main six-story building will start in 
November. The new building will replace the 
present building and will contain 162 beds and 30 
bassinets. Plans have been drawn so the building 
can be extended to house 300 patients. 

Mrs. Henry W. Bageley gave $500,000 to the 
building fund, contingent upon the public raising 
a like amount. 


cencdiniilletiiaatys. 

Hartford, Connecticut—The Mount Sinai Hos- 
pital, Hartford, Connecticut, has approved plans 
for remodeling of the formerly Jewish Children’s 
Home, located in West Hartford, and building a 
new pavillion to form a complete hospital unit of 
one hundred twenty beds. The present Mount 
Sinai Hospital building will ultimately be con- 
verted into a dispensary building. Maurice Dubin, 
executive director of the Sydenham Hospital, New 
York City, has been retained by the Board of 
Trustees of Mount Sinai Hospital as consultant 
for the building plans and program for their new 
hospital. 


siesta 

Orlando, Florida—The Fiorida State Tubercu- 
losis Hospital at Orlando is planning a two hun- 
dred room addition, which will cost $300,000. 
When the addition is completed, accommodations 
will be provided for four hundred beds for white 
patients and two hundred beds for negro patients. 

hontailienned 

Rome, Georgia—Plans are nearing completion 
for the construction of a new $125,000 county hos- 
pital in Rome, Georgia. Construction on the new 
hospital, which will have a capacity of seventy 
beds, will be started by midsummer. 
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Lewiston, Idaho—St. Joseph’s Hospital, Lewis- 
ton, Idaho, recently opened the new wing which 
increased the hospital capacity by thirty beds. 

—_—_——— 

Lincoln, Illinois—Plans for a campaign to ob- 
tain $150,000 to expand the facilities of the Evan- 
gelical Deaconess Hospital in Lincoln, Illinois, have 
been approved. 

———_———— 

Mason City, Illinois—Plans are under consider- 

ation for the construction of a new unit to the 


Deaconess Hospital, Mason City, Illinois. 
——————_——_ 


Peoria, Illinois—The sum of $400,000 is being 
raised to complete and modernize the Methodist 
Hospital, Peoria, Illinois, and to build a new unit 
to that institution. This hospital has served the 


people of Peoria for forty-two years. 
—_—— 


Newcastle, Indiana—Bids have been received 
by the board of commissioners of Henry County, 
Indiana, for construction of an addition to the 
Henry County Hospital, New Castle, Indiana. 


ee OE 

Dubuque, Iowa—Under the terms of the will of 
Mrs. Augusta Eighmey Clapp, a former resident 
of Dubuque, a $35,000 trust fund will be set up 
for Finley Hospital of Dubuque, Iowa. This fund 
is to be known as the Elizabeth Jane Eighmey 
Endowment Fund and its income is to be used to 
meet the running expenses of the hospital. A 
fund of $25,000 was also set up for the Hillcrest 
Baby Fold, and in the event that this organization 
goes out of existence, the fund will go to St. 
Luke’s Hospital, Cedar Rapids, Iowa. 


<ssenildadeiens 

Red Oak, Iowa—Architect’s plans have been 
approved for the construction of a new hospital in 
Red Oak, Iowa. This new hospital is made pos- 
sible by recent gift from Mr. and Mrs. O. F. 
Shepard, to which will be added what remains of 
the Murphy Memorial Fund. 


ecbeiiniadbies 

Spencer, Iowa—Spencer Municipal Hospital, 
spencer, Iowa, is the recipient of a bequest of 
$20,000 under the terms of the will of the late 


J. C. Rasmussen, a former Spencer business man. 
—_—_—_——_—— 


Danville, Kentucky—The Danville and Boyle 
County Hospital, Danville, Illinois, has been re- 
named and will be known as the Ephraim McDow- 


ell Hospital in honor of the famous gynecologist. 
——@————. 


Paris, Kentucky—Samuel Hannaford & Sons of 
Cincinnati, Ohio, has prepared plans for the con- 
struction of a seventy-bed hospital to be located 


in Paris, Kentucky. 
—__———- 


Boston, Massachusetts—The Government will 
erect a $1,500,000 veterans’ hospital in West Rox- 
bury, Boston, Massachusetts, on a thirty-acre site 
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W: NURSES AND OUR PATIENTS AGREE: 


PALMOLIVE MAKES 
BATHING PLEASANTER! 
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M... and more attention is 
being paid by hospitals to /ittle 
things that help make patients 
comfortable—make them feel 
more at home. 

The rapidly increasing use of 
Palmolive Soap for patient care 
is typical. Made with rich Olive 
and Palm Oils—+¢he costliest oil 
blend used for any leading soap— 
it meets the highest hospital 
standards in purity. And as to 


COLGATE-PALMOLIVE-PEET Co. 


JERSEY CITY, 





DEPARTMENT, 


popularity—its gentle,cleansing 
lather, its refreshing fragrance 
have made it the world’s favorite 
toilet soap! 

Give your patients the extra 
luxury of Palmolive. Chances 
are, they use it at home! The 
cost? No more than you pay for 
ordinary soaps! Write for the 
C.P.P. handy “Soap Buying 
Guide” and prices on the sizes 
and quantities you need! 















For those who prefer a hard-milled white soap, we 
suggest Cashmere Bouquet. Its rich, creamy lather and 
its delicate perfume make it a particular favorite 
with women patients. 


Among those who prefer a floating soap, Colgate’s 
Floating is a favorite. It is a pure, white soap unsur- 
passed in quality. Lathers abundantly in hot or cold 
water. Easy on your budget, too! j 















in West Roxbury purchased from the City of 
Boston. 
—_—_ 


Wayland, Massachusetts—Under the terms of 
the will of the late Jonathan M. Parmenter of 
Wayland, who died in 1921, a trust fund was es- 
tablished, which now amounts to more than 
$390,000, for the purpose of establishing a hos- 
pital in “Wayland or the vicinity.” There are 
some ten or twelve communities in Massachusetts 
in the vicinity of Wayland which are interested 
in the location of this hospital. Among them are 
Waltham, Lincoln, Sudbury, Weston, Stowe, Marl- 
borough, Framingham, Concord, Natick and May- 
nard. These cities asked the decision of the Court 
concerning the establishment of a hospital under 
the terms of the trust. The Court has decided 
that the trustees have complete discretion con- 
cerning where the hospital was to be located, as 
long as it was in Wayland or the vicinity. The 
Court also ruled that the trustees were empow- 
ered to determine the time at which the hospital 
should be established. 


ee eee 


Midland, Michigan—Construction will soon 
start on the new $150,000 city hospital for Mid- 
land, Michigan. 

sactaiialindcse 


Minneapolis, Minnesota—Under the terms of 
the will of the late Maurice L. Rothschild, busi- 
ness man and philanthropist, the Michael Reese 
Hospital in Chicago will receive $100,000 and the 
nurses’ benevolent fund of that hospital will re- 
ceive an additional $25,000; Provident Hospital 
of Chicago, $20,000; The County Home for Crip- 
pled Children in Chicago, $5,000; Little Sisters of 
the Poor, Minneapolis, $10,000. In all $420,000 
was bequeathed to different charities. 


ee een 


St. Louis, Missouri—Plans have been approved 
for the erection of the Dan and Blanche Bordley 
Memorial Hospital for Chronic Invalids, St. Louis, 
Missouri. This new $100,000 institution will join 
the Firmin Desloge Hospital. Construction will 
be started late in June and will be ready for oc- 
cupancy in nine or ten months. 


a 


Pine Rest, New Jersey—The new $300,000 
county tuberculosis hospital at Pine Rest, New 
Jersey, will be opened on July 1. The new hos- 
pital is fireproof in construction, two stories in 
height, and provides accommodations for 102 pa- 


tients. 
——_<>——_—. 


Teaneck, New Jersey—The Holy Name Hos- 
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pital, Teaneck, New Jersey, is planning the con- 
struction of a new $750,000 hospital. 


oe en 


Reidsville, North Carolina—Plans have been ap- 
proved for the construction of a new unit to the 
Memorial Hospital. The new unit will increase 
the capacity of this institution by twenty-three 
beds. 

sali anata 

Wilson, North Carolina—The new tuberculosis 
hospital at Wilson, North Carolina, was dedicated 
on April 14. The building, which cost $44,000, 
will house forty tuberculosis patients. 


ares 


Cleveland, Ohio—Woman’s Hospital in Cleve- 
land, Ohio, announced plans for erecting a new 
building, doubling its present capacity of 110 
beds. 

eeatelllileaiais 

Columbus, Ohio—A special election will be held 
on acceptance of a $1,250,000 gift from the late 
Jacob G. Dettmer for the erection of a hospital 
midway between the cities of Piqua and Troy. 
If the money is refused by Miami County citizens, 
it will go to the Brooklyn Institute of Arts and 
Science and the Orphan Asylum Society of Brook- 
lyn, New York. The citizens of Miami county 
will also vote on the proposition of levying a tax 
of one mill for three years for operation of the 
hospital. 

<cecatalilndins 

Portland, Oregon—Plans have been completed 
for the construction of an addition to Emanuel 
Hospital, Portland, Oregon. The new building, 
which will be four stories high, will cost $100,000. 

pe 

Memphis, Tennessee—Governor Cooper of Ten- 
nessee has approved the building of a Diagnostic 
Clinic Psychiatric Hospital in Memphis, Tennes- 
see. The building will cost $450,000; of which 
$385,000 will be provided by the State of Tennes- 
see and the City of Memphis and Shelby County 
will each contribute $32,500. The building will be 
a seven-story structure connected by a passage- 
way with the John Gaston Hospital. 

ouiaiiamecaes 

Chehalis, Washington—Lewis and Pacific Coun- 
ties have agreed to join in building a sanitarium 
on a site about four miles south of Chehalis, | 
Washington. The name selected for this new in- 
stitution, which will cost about $75,000, is Sun- 


nyview. 
<> 


Marshfield, Wisconsin—St. Joseph’s Hospital, 
Marshfield, Wisconsin, have approved plans for 
the construction of a new nurses’ home. The new 
home will be connected to the hospital by an en- 
closed cloister or passageway. 
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Statistical analysis of out-patients, Frankel....Jan.- 26 
Uniform accounting and statistics in New Jer- 

SOW, MVAMEON a «8648 cde uoucedecececeneses ce June- 98 
Chicago, Hospital and medical center for....... June- 32 
Chicago institute for hospital administrators.... 

ein cweleue Mar.- 77, Apr.- 25, May- Third cover, June-100 
Child development, Influence of prenatal and in- 

fant: care on, MUgeHHaSs. <<< <cccccceccccceces Jan.- 59 
Chrysostom, Sister (Moynahan), F. A. C. H. A— 

CHAGIEND) cccccccacaadccacuedse daqanasauaaas Apr.- 55 
Civic and service clubs for plasma banks, Organi- 

BOGIGW OL, BONOURs ccc csswoccesscaccastaedacdc Jan.-102 
Clay, Clement C., M.D., assigned to duty in Medi- 

Cal Conparot Ue So NaCG eo. cocenecccas'ecwnawc June- 77 
Cleansing and sterilization of pillow feathers 

made possible by new process............+26. May-116 
Cleveland and National Youth Administration, 

WIGRMECNINN GE 6 cc ocdvodtecccadedecedcusadeees Apr.- 31 
Clinical equipment and supplies, New catalog of.June- 97 
Clinical records—See medical records 
Clinical review—Medical staff in small hospital, 


GUIGNG: cc ecccdeccccdcccdessccstucedudcaauad May- 32 
Clinic attendance—Social elements in medical 

SOMONEUN MEO 5 os ces ciccceadeadeocuieas pr.- 85 
Clinic in out-patient department, Nutrition, 

AMEE ccdddlvadcdecsusccexccaeesadadeestas Apr.- 76 
Clinics—Medical social service in Memorial Hos- 

Wital, Commo <.cc ccicccsdhaccevesuesaccades June- 27 
Clinics, Social service in hospitals and, Rice...... Feb.- 98 
Clinics—Statistical analysis of out-patients, 

DIGUME  vecece deccuceuecdaddecededuecceuadad Jan.- 26 
Clinic visit, definitions—Out-patient care for the 

needy—Part II, Joint committee.............. May- 80 
Collins, Dr. E. F., Grace Hospital honors........ June- 23 
Communicable diseases—Trends in pediatrics, 

WHEE svc ecucccwaccadsacesamvoetteacuseses Mar.-106 
Community hospital, Staffing, Dwyer........... Feb.- 47 
Community needs—Practical plan of nursing 

GCOUGMIAOT.  WUMIOIE © nics celccaccesedneeadeceoaces Feb.- 17 
Community, What hospital can do for, Alvarez...Jan.- 21 
Compensation correspondence .............+.+. Feb.- 35 
Competent personnel for small hospital, Korsell, 

MMNGE CIN co vndcwuv ec ecdaccesmeeeeanaaenes May- 52 


Conductivity tests on 7 ag of terrazzo floors, 


Stone; Clarence G., E. B., A. Mi... ccnccccess une- 88 
Conservation of supplies, cher Anthony J. J., 
|) CS Ne er ree rere rere rere ee ” May- 56 
Construction, new—See news notes of interest to 
hospital field 
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Contribution of branded merchandise to patient’s 
recovery, Davis Lawrence 

Convalescent care, Socio-economic aspects of, 
Gardiner 

Cooperation between housekeeping department, 
and 3 hospital departments, Heitman, 
Sally, R 

Cornell University, 
course at 

Cost of bank blood versus direct blood—Hospital 
blood bank, Reese; H 

Cost of free care—What is hospital indigency?, 
Wilinsky 

Costs, Adjusting rates to meet increased, 
Mezger 

Costs—Automobile accidents—Ed 

Costs, community support—Outsider looks at 
hospitals, Borst 

Costs—Controlling extra charges, Leupold 

Costs—Food cost accounting for hospitals, Mc- 
Namara 

Costs—Inclusive rates, Advantage and disadvan- 
tages of, Class 

Costs—Organization and administration of hos- 
pital dietetics department, Part II. Harrington.Feb.- 76 

Cests—Out-patient ye -~ needy—Part I, Joint 
Committee, A. H. Ws 

Costs—Problem of Pador ds hospital care for in- 
digent, Emch 

Costs—Rates for room, board, and general nurs- 
ing care, Basic considerations in formulations 
of, Scheidt 

Costs—Sick-leave at Worcester State Hospital, 
Study of, Barton 

Costs, Special problems in separation of nursing 
education and nursing service, Rovetta 

Costs—Uniform accounting and statistics in New 
Jersey, Frankel 

Costs—War and catheters, Burroughs 

Council of nursing education, Central, luncheon. .Feb.- 51 

Council on hospital volunteers for New York....May- 46 

County hospital plan for low income group, 
Fresno, Ginsburg 

County owned institutions, Hospital care of in- 
digent and semi-indigent by use of, Black 

Crew, Dr. E. R., resigns 


Apr.- 69 
Apr.- 79 


Jan.-118 


Decatur, Stephen, quotation Fourth cover 
Defense precautions—Underground hospital com- 
pleted at Basle, Switzerland Apr.- 30 
Dental and medical students and selective service 
act—Ed. 
Dental undergraduates and the selective training 
and service act, Medical and—Ed Apr.- 65 
Dietary department—Buying and preparation of 
food, McKinlay 
Dietary department—Food cost accounting for 
hospitals, McNamara 
Dietary department—Nutrition clinic in out-pa- 
tient department, Piazza 
Dietary department—Purchasing grocieries, Sex- 
ton 
Dietary department—Relationship of pharmacist 
to other professional groups, L 
Dietetics department, Organization and adminis- 
tration of hospital, Harrington—Part I 


Dietetics—Infant feeding—Trends in pediatrics, 
Wilson 


Staff 
Dietitians—Refresher course for hospital, Teach- 
ers College, Columbia University 
— Nutritional study of hospital, Mackie; De- 
art F 


anniversary 

Dressings and supplies, sterilization of—Operat- 
ing room management, Schafer 

Drug therapy in hospitals, Rational, Dooley, M.S., 
M.D.; Reifenstein, E. C., M.D 

Dunstan, Dr. E. M., called to active duty 


E 


Economic status of out-patients—Statistical anal- 
ysis of out-patients, Frankel 
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Economy in hospital senaitlins: Couch, Ralf 
Economy in use of hospital supp lies—Ed 
Economy of re in hospital pharmacy, 
Rasmuson, Ethel 
Economy of mechanical modernization, Lewis, J. 
Clifford, M 
Editorials— 
Automobile accidents 
Deferment for interns..........-.++++e+eeees Apr.- 
Economy in use of hospital supplies May- 
Emily LeMoine Loveridge 1860-1941—Obituary.June- 
Error of complacency 
Hospital insurance rates 
Hospital preparedness 
Hospital service 
Hospitals in national emergency 
H. R. 4545 
Importance of personal interviews, F. H. W.... 
Interns and d 
Interns and draft, C. G. P ‘ 
Maintaining good nursing service in war time. . Apr.- 
Medical and dental students and selective serv- 
ice act 
Medical and dental undergraduates and the se- 
lective training and service act 
Message to a personnel, A. S. B 
“My hospital,” N. W. F 
National Youth “Administration trainees for 
hospitals 
1940-1941 
Old age benefits for hospital employees....... May- 
Ordeal by fire, G. H. A Jan.- 
Our 1941 convention 
Present bed occupancy and future needs 
Priorities 
Rating technicians in service 
Seal of professional confidence 
Shall hospitals be federalized? 
Small hospitals 
State and regional hospital associations 
Strikes in hospitals 
Thoughts at the New Year, J. 
Through the patient’s eyes—C. G. P 
Walsh, William Henry, M.D.—Obituary 
Women’s hospital auxiliary boards 
Educational publications of American Hospital 
Association, 1940 
Education as hospital irivestment, Nursing, Den- 
nison 
Education for hospital staff, Continuation, Hill, 
Frederick T., M.D., D.Se 
Education for hospital tore Stewart, Samuel. May- 
Education for interns and residents in small hos- 
pitals, Program of, Seeger, Stanley J.. M.D... .Feb.- 
Education—Hospital administration course 
Cornell University 
Education—Institute for hospital administrators, 
Chicago. .Mar.- 77, Apr.- 25, May-Third cover, June-100 
Education—Institute for hospital administrators, 
(Inter-American)—Puerto Rican hospitals and 
hospitality, MacEachern 
Education—Institute for hospital administrators, 
Mid-West Mar.- 96, 
Education—Institute for hospital administrators, 
Southwestern 
Education—Institute for supervisors in nursing, 
teachers and administrators 
Education—Medical and dental undergraduates 
and the selective training and service act—Ed. . Apr.- 
Education, nursing, Hospital operation in rela- 
tionship to requirements for, Jones 
Education, Practical plan of nursing, Walsh 
Education program, nursing = 
of floor nursing and supervision, Wolf 
Education, Public support of nursing, Gray 
Education—Refresher course for hospital dieti- 
tians, Teachers College, Columbia University. .Mar.- 
Education—Schools for record librarians—Trends 
in medical records, Patricia, Sister 
Education—Social service in hospital and clinics, 
Rice 
Education—Special problems in separation of 
nursing education and nursing service costs, 
Rovetta 
Education—Training for hospital pharmacists in 
universities, Rudd 
Efficiency with reduced professional and technical 
personnel, Barnes, Harold S Apr.- 50 
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Electric blanket, Automatic........cceccceccees Apr.-110 
Electricity, Static—Anesthetic explosions—their 

incidence and prevention, Morrill............. Apr.- 46 
Electrostatic discharge, Ignition—Explosion of 

anesthetic agents, Horton...........cccccceee Feb.- 14 
Eligibility for service at public expense—Out- 

patient care for the needy—Part II, Joint 

CAINE GOR he Noo: gk Sats whats ao crate bee iw oe wale eae ay- 74 
Emory University hospital. ....6..00ecesowcccees May- 43 
PINRRINACH, “AIOE G Grey ENE 6 0.65660: dc6.dee be ee'w oleae’ May- 38 
Equipment and supplies, Intern and nurse aid in 

conservation of hospital, Richardson.......... Jan.- 24 
Equipment—Blood bank, Hospital, Reese; Hart. .Mar.- 28 
Equipment—Ice-making machine for hospitals, 

New (Huntington Memorial Hospital)........ Jan.- 41 
Essay on men, Armstrong, Mary Alice......... June- 99 
Exhibits showing progress of medicine and hospi- 

tal development (New York Medical Center). .Jan.- 95 
Explosion hazards—Conductivity tests on samples 

Of terrazzo floors, Stone «... «a. ccc é vieddvecncws June- 88 
Explosion of anesthetic agents, Horton, J. War- 

BOM Ce See ard kaa cat enwa di wecdeee oe Feb.- 13 
Explosions, Anesthetic—their incidence and pre- 

WOMOLON EOMEEND eco 0r00S ee ele dco wecaierele mcaverecel ec oer Apr.- 42 

F 
Feathers, pillow, cleansing and sterilization made 

possible “DY. NOW PROCEES. .:. o.6cieco ee cars casein May-116 
Federal control—Shall hospitals be federalized? 

SeeME SS - pc. ofa aiphere ole o'a%st or cr ste 61 are okaceneia olelat ater iat erace’ May- 68 
Federal Government work, Staff dietitians needed 

RE 5S crgeereronstel a dare ac ae tne ei Maer elo eae oe Mar.- 83 
Fields of giving—hospitals, Jones, John Price...Feb.- 20 
Finance, Trustee looks at hospital, Voorhees..... Feb.- 33 
Financial control—Business management of hos- 

Pita (COG 6. oie o6 Veioiwin dereoiniine Kemeeouee ues ay- 82 
Financial problems—Economy in hospital opera- 

GUAR RS OHLOEN Beh 5.0 hse, is ai loto savers a ee eae Reames ay- 88 
Financing Federal Works Administration—H.R. 

Oa Be. | 5/005 6:55 Wikia's me & sbi e cue nacre eraelale eee w une- 67 
Financing hospital care for indigent, Problems of, 

MG. -AENOIG Vir: AM, BD cteeiaccsiecoe ae eae eed Apr.- 78 
Financing, hospital—F actor that influence hospi- 

tal occupancy, Mountin, Pennell, Pearson..... Mar.- 18 
Financing—Small hospitals—Ed............... Mar.- 66 
Finger-printing and photographing employees— 

Professional defense, Smith.................. Feb.- 62 
PiveCRUINGUISNCER: 6 oe /5 once civ beers. te ontew nme 6 Apr.- 41 
Fire insurance rates for hospitals are made, How, 

HOUNG OMEN, 2/555 daa aw eas Aa ars a Riala Hae waa e shel eb.- 49 
Fitzsimons General Hospital—Government to 

TEAC TECHNICIANS: oc .0/5 o100 5 010s ea a wRaeeete ce May- 89 
Floors, Conductivity tests on sample of terrazzo, 

REELED orsvetssy) sats nina i ot atotel greariatey Metam saronel a oteraare June- 88 


Food, Buying and preparation of, McKinlay..... Jan.-106 


Food control—Dietetic department, Organization 
and administration of hospital, Part II, Har- 
rington 

Food cost accounting for hospitals, McNamara, 
James E. 

Formulary system, Clarke, Donald A........... Mar.- 

Free care, eligibility—Social service in hospitals 
SUELG CLINICS RUC ONS 6s a) oo oe crane ote bree betio ne hs Feb.- 

Fresno County Hospital plan for low income 
group, Gmsburg, H.. Mi, MDs icc ccas crews June- 

Fund-raising—Fields of giving—hospitals, Jones. Feb.- 

Fund-raising—Outsider looks at hospitals, Borst. Mar.- 

Fund-raising—Philanthropy for hospitals, 

Rogers 

Fund-raising—Trustee looks at hospital finance, 


MOGENEES! © <chisic's wauaGieas gs wa cendee ww elasdees eb.- 
G 
Gifts—Fields of giving—hospitals, Jones........ Feb.- 
Gloves, rubber — sterilization — Operating room 
MONAGMENE, SEDREOL ciac5 cdc ca ene bu eosin Jan.- 
Government and voluntary hospital services 
through social service, Integration of, Cohen, 
MEO rah stig ok ota a alee Soe ai ei o te wer alert Mar.- 
Government hospitals, National Youth Adminis- 
TEAMOMPIN, ICOSOt 6 o6 bogs banc cacos tee casates May- 
Government preparedness program—Hospitals in 
NAWONAIPEMELGENCY 6.665 00.3 csc eewe cn enews ees Feb.- 
Government preparedness program—Interns and 
ERR AP Sa 5: eather Wither cereal elatel O orsia wee SS eb.- 
Government responsibility in free hospital care— 
What is hospital indigency?, Wilinsky........ Jan.- 


June, 1941 


75 


57 
92 


61 
20 
45 
53 


33 


20 
90 


87 


66 
66 


Government Service—Interns and the draft—-Ed.Jan.- 67 
Government service—Rating technicians in serv- 


TOG, han cielo ddsndecvelacdeqwadesecaaenms Mar.- 67 
Government to train technicians...............- May- 89 
Grace Hospital honors Dr. E. F. Collins......... June- 23 


Graduate training in surgery, Churchill, Edward 
* EY caw avaa tm dla eed Nad esd aa tus ead Feb.- 55 
Gray Ladies—Special Red Cross volunteer serv- 
166, MONGROR «oc s.c3 cudswesnomeccwacsendeds ss Mar.- 33 
Griffin, Maurice F., Rt. Rev. Msgr., portrait un- 
veiled in Bacon Library, MacEachern, Malcolm 


T., M.D.; Black, Benjamin W., M.D............ Mar.- 13 
H 
Hague, Margaret Maternity Hospital........... May- 38 
Hamilton, Ohio to have hospital for contagious 
ane: Infectious. GISEASER. «.. <<< ccccesccewensecy Feb.- 85 
Hanner, Guy M., appointed superintendent of 
Methodist hospital, Omaha, Nebraska........ May-124 
Heerman, Ritz E., decorated...........e.eeeees June- 77 
Hogg, Sarah Agnes—Obituary..............---- June- 60 
Hospital and medical center for Chicago........ June- 32 
Hospital and nursing problems, Carter, Fred G., 
WR ss ce cocecuceeteaaencdneiisiogemenraurduees ay- 25 
Hospital Book Shelf— 
Cabot, Hugh, M.D.; Giles, Mary Dodd, R.N., 
SURGICEN THISQINGE «o<'0'c nicien cic vec dncnesseees Feb.-104 
Cannon, Carl L. (Editor), Guide to library fa- 
cilities for national defense...............- Apr.- 92 


Davis, David M., M.D., Urological nursing..... Apr.- 92 
Farris, Edmund J., Anatomy and physiology 

QUIKGY ce Scc ea na dudoedsadvevesacdvananredee Apr.- 92 
Goodnow, Minnie, R.N., Technic of nursing....Apr.- 92 
Greisheimer, Ester M., M.D., Physiology and 


GUMUOUIG a soak ecto s accuse dadcsaaeeenrass Feb.-104 
Kurtz, Russell H., editor, Social work year 

WG SOON a oie uec a vate cade caususrasedes Feb.-104 
Lippincott, J. B., State board questions and an- 

RWGNS AO TONNE) «0% Gade cc ccadceeesauacas.« Apr.- 92 


National League of Nursing Education, Report, 

Fundamentals of administration of schools of 

TUMNIDE rg: oo here racer Brae slartulctaehae Gira aa aa ae Apr.- 92 
Scanlan-Morris Company, White line sterilizer. Feb.-104 
Stevenson, Jessie L., Nursing care of patients 

with infantile paralysis, available in Spanish 


Oe PMG Geccecasecasaeleneaeserasahees June- 89 
Hospital can do for community, What, Alvarez, 
Wislter©., Webs oe oact ree cee wes reediewwaeeas Jan.- 21 


Hospital care of indigent and semi-indigent by 
‘use of county owned institutions, Black, Benja- 
min W., M.D 

Hospital discounts to professional staff, Pfirman, 
TROWANON les ors vies cic eacseunwees audewaduaas 

Hospital in hospital service plan, Bishop, Robert 
EOS Mee ca eancitidsd andar aneedwegawt aes June- 21 

Hodnital: Mg —— Bide si vececes suasdpncusioceccsens Feb.- 65 

Hospital operation in relationship to require- 
ments for nursing education, Jones, Percy L., 


Apr.- 18 
May-126 


er 


Suistine cada We vad nal eam aoa eatackaee awed May- 13 


Hospital Planning and Plant Operation— 
Conductivity tests on samples of terrazzo floors, 


HONE io vw awe ee cngdus ccetewedetnncdauee June- 88 
Dietetics department, Organization and admin- 
istration of hospital, Part I, Harrington..... Jan.- 57 


Mechanical modernization, Economy of, Lewis. May- 71 
Radiation therapy department of Queens Gen- 

eral Hospital, Kogel; Goldman............. Jan.- 51 
Remodeling the hospital plant to improve serv- 

ice and reduce operating expenses, Heerman.Apr- 57 


Srmall Hoanitsle—— Pa. ss ds ccc cecwececccwewns Mar.- 66 
Structural and other precautions against air 
raid risks in hospitals, Walsh.............. Apr.- 35 
Through the patient’s eyes—Ed............... Apr.- 68 
Hospital preparedness—Ed. ...........22-ee0e- Mar.- 65 


Hospital progress and its chief victims—hospital 


administrators, O’Connell, Michael J., Very 

Neve (Oe Gobi ows ctciced wus caceaeswaaaed Apr.- 13 
Hospital service census in United States, Annual.Jan.- 54 
Hidatiital SGRWICO— I ono cn cecccvadsecvescesse's Apr.- 67 
Hospital service plan commission, Proposals for 

establishment of, MacLean, Basil C., M.D...... Apr- 22 
Hospital service plan, Hospital in, Bishop....... June- 21 


Hospital service plan means to physician, What, 

PNG ECG, Wiis xi cioc oiincc wedegoeuaeueeees June- 96 
Hospital service plan news...............e200- 

..Jan.-81, Feb.-94, Mar.-97, Apr.-101, May-90, June- 92 
Hospital service plans—Governor Stassen of Min- 

nesota signs hospital service contract......... May- 58 








Hospitai service plans—Mutual hospitals in Uru- 


guay, Lozano ..........6 eeeeeeeceeeseeeces June- 30 
Hospital service plans—Ward service hospital 

plans are necessary, Stephenson.............. Feb.-103 
Hospital service through inclusive rates, Stabiliz- 

ing charges for, Class.........2.s+ssee0> ooo cmer.< 51 
Hospitals in national emergency—Ed............ Feb.- 66 
Housekeeping department and other hospital de- 

partments, Cooperation between, Heitman.....Apr.-114 
Huntington Memorial Hospital, New ice-making 

machine for hospitals......... I ..dan- 41 

I 

Ice-making machine for hospitals, New, (Hunting- 

HON MOMOPFiGl TOBDITAL) « 6 6.6.0 coc scsccesice sec Jan.- 41 


Indian Affairs, Office of—Part-time public health 
center started on edge of Arctic Circle, Colton. Mar.- 39 
eee. What is hospital?, Wilinsky, Charles 


Heeb aks wie oe oats Stee Sat riaeale Giciete an.- 13 
Indigent and semi-indigent care by use of county 
owned institutions, Black. so. <.6s0cessccccves Apr.- 18 
Indigent care—Out-patient care for needy—Part 
I, Joint committee, A.H.A., A.P.W.A.......... Apr.- 67 
Indigent, Problem of financing hospital care for, 
ND SSS SES Ae a es pee es eam ey Apr.- 79 


Infant care, premature—Trends in pediatrics, 
OME 5 Soothe ators eioigis wakes wales Wee e or wis 104 
Infection, cross, air-borne—Trends in pediatrics, 
NO sags so web 5 50s Sivas wows in eee eee ese Mar.-103 
Institute for hospital administrators, Chicago. . 
Mar.-77, Apr.-25, May-Third cover,  June-100 
Institute for hospital administrators (Inter- 
American)—Puerto Rican hospitals and hospi- 


DOlity SOC ACREIN 65/555 6 boc csied seca scare Jan.- 94 
Institute for hospital administrators, Mid-West. . 

sa Rese SiRh meee Simiaibik o's Sieh etala siete Mar.-96, May- 38 
Institute for hospital administrators, Minnesota. 

EC ee eta oe Dae Jan.-63, Feb.- 87 
Institute for hospital administrators, Southwest- 

PETA sc ts Gatucccipneseiaetanciete-vie ie Sik 1b ses a) SNe Sis lero TOS June- 29 
Institute for supervisors in nursing, teachers and 

PARRA SIMUDINS G.55638'5 035 6:18 aloo a hes0ss eran meio uborare oo ee Apr.- 17 


Institute on hospital accounting, Council on ad- 

ministrative practice, A.H.A., arranges for.. 

pie ace alow caicieie ats cos ee Feb. “86, Apr.-17, May-Third cover 
Institute on hospital purchasing, Council on ad- 

ministrative practice, A.H.A. arranges for.. 

Se eee Feb.-86, Apr.-17, May-Third cover 
Institute, Western Medical Record Librarians ar- 

WPEIUONS OE eins 0 ais as 5.0 4s losiaip ss 6ls wslasele sateen ere Feb.- 87 
Instruments and surgical supplies (Census of 


BAB RGTACTUIPOER (EDGED) > 6:66. 0:2 0s0i-50.4.0%. 8 6 00 0 on8 an.-100 
Instrument sterilization—Operating room man- 

PRIME HCAMIOE os 5650s. sais oN aie he vee Sare-ow oS Jan.- 90 
Instruments, War and surgical, Burroughs...... Jan.-104 
Insurance—Compensation correspondence ei ouaroee Feb.- 35 


Insurance, Future of nonprofit medical, Togut..Feb.- 22 
Insurance rates for hospitals are made, How fire, 


PUOMMD SH isin gine ainip aa ee oi ae ee SSN Sailers Sam Ee eb.- 49 
Insurance rates, Hospital—Ed................. Feb.- 68 
Intern and nurse aid in conservation of hospital 

equipment and supplies, Richardson, Dennett 

Ri CED oieic SactsiGca salable oy Wide sists 484A a ESO OE Jan.- 24 
ARCO P MG CN Mat 5 55-0. 5 sia eiatsve'o sacle sveteversvecels Feb.- 66 
ee fae 7 ee em Jan.- 67 
Interns and residents in small hospitals, Program 

of education for, Beew@er’. oo osc00ccsccsccsccee Feb.- 25 
Interns and _ residents—National preparedness 

program in hospitals, Amberg................ May- 54 
Interns, Deferment for—Ed..............ese00. Apr.- 66 
Interns, pharmacy—tTraining for hospital phar- 

macists in universities, Rudd................ ar.-118 
Inventory—Business management of hospital, 

MOBO sissies Soke be ow oe Meas wow ee EN OSS ay- 86 

L 
Laboratory and x-ray rates, Basis considerations 
in formation of hospital, Hayhow............ May- 20 


Laboratory—Controlling extra charges, Leupold. Mar. -120 
Laboratory department—Trends in pediatrics, 
ES Pree ee eee Mar.-102 
— congress for plastic surgery, 
irst 
Laundering rules—Blanket buying, Munson..... Jan.- 33 
Laundry, Facts from your, Latcham, John F....Feb.-116 
Laundry management and linen control, Ladd, 
BPRIOOE 0.5 ce ASEAN Scan ss esis Bee ee'e's wlereereere Jan.- 69 


Core eee eee eee eeeeeeeeeeeeeseeeseesees 
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Law and Legislation— 


Automobile accidents—Ed. .........e.eeeees ar.- 67 
Court of appeals of New York interprets law of 
rivileged eens saisirersfore Kail ereincate Jan.- 78 

HR. BGR cee pale sca ieiste ee be was bee June- 67 
Medical and dental students and selective serv- 

TOR AOR 5 es Gis Siw ote aisieie saps digns's Hes ay- 69 
Medical and dental undergraduates and the se- 

lective training and service act—Ed......... Apr.- 65 
Murray amendment to selective training and 

service act—Senate Rule 783, Griffin; 

PAAITIPOD. igi bio sia ise lot sieelny sewn. s enna Apr.- 60 
Seal oF professional confidence—Ed........... June- 67 
Social security act amendment—Old age bene- 

fits for hospital employees—Ed............. May- 70 
Subpoenas of medical records, Answering, 

MIGRPRGHESIBOBE (os 6. 5.6 oid ore isis. siersieoremreews es May- 97 
Workmen’s Compensation Laws, New bulletin :; 

GSEL PAO 5 oie sce a a oi clincasehe’s Bey srer'sor0)orelerere/ oxo. als r.- 88 


Legal basis for indigent care by county—Hospital 
care of indigent and semi-indigent by use of 
county owned institutions, Black.............-. Apr.- 18 
Legal Decisions Important to Hospitals, Recent— 
Administrative negligence, Action by nurse em- 
ployed by hospital to recover Ye for 
injuries received through (N. Y.).......... Apr.- 93 
Burns caused by mepreeme, Whether hospital 
is liable for (N. Y Apr.- 94 
Charitable hospital has been guilty of negli- 
gence in selecting employee, Whether (Calif. )Jan.- 91 
Clinic held liable for injury to patient from fall 


eee ere ereereeeeeeeeeere 


(Ala. 
County should pay customary charges for reg- 

ular patients, Court decides (Conn.)........ Jan.- 91 
Court upholds hospital in right to decide eligi- 

bility of physicians to practice in hospital 

(TENS RE ag Se eee er OCH Oe Feb.- 91 
Demurrer to complaint for injuries filed by 

charitable organization sustained by court 


MEL URED Ne covcrcie fereiess siscsaroie' a sic atacereve eletetn c'es'e-s1615 une- 91 
Injury to beneficiary of charity, Charitable in- 
stitution not liable for (Ohio).............. Feb.- 91 


Injury to visitor, Charitable institution liable 
for (Wash. 

Injury to visitor through fall on waxed floor, 
Whether hospital is liable for (La.)........ Apr.- 94 

Intervening petition filed in suit to recover 


damages for personal injuries (La.)........ an.- 92 
Judgment in favor of ee institution re- 
versed by Supreme Court (Fla.)............ ar.- 81 


Liable for alleged breaking of plaintiff’s ribs, 
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dental undergraduates and—KEd............... Apr.- 65 
Selective training and service act—Senate Rule 
783, Murray amendment to, Statement by 


GR MUSED on bcc hetsin btdeaiestee ee eiencs Apr.- 60 
Sepp, N. J., Lt. Col., called to colors........... Mar.- 86 
Services, essential—What hospital can do for 

COMIMIUMIGY) AV RROZ 5 ois. 0/55 5/04 e240. 07s, vinta Scone cide Jan.- 21 
Shoes, Conductive—Anesthetic explosions—their 

incidence and prevention, Morrill............. Apr.- 47 


Shoes—Explosion of anesthetic agents, Horton..Feb.- 15 
Sick-leave at Worcester State Hospital, Study of, 


IRS EUUOIN © 6: Sru. ces Srciarorereyacnie nw ee aides eure ake oore ce cee Jan.- 85 
SHCOCH. AEG: FOSIONE) « sceecs sc vedeencneeawek May- 53 
Small hospital, Competent personnel for, Korsell.May- 52 
Small hospital, Medical staff of, Slagle.......... May- 31 
SG HOSOI —— Gls. ots ce ncse saeendsoesiweenen Mar.- 66 
Small hospitals, Program of education for interns 

Nd TESIMONCS I; SCORER. oa. ccc ceases cs coms Feb.- 25 
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Smelzer, Donald C., M.D., goes to Germantown 
Dispensary “arid Hoemital. < ...cc<cecscaescess Apr.- 30 
Social elements in medical follow-up, Money, 


DRRCGR ONES 4s Soda scene Onan aacandeewraaes pr.- 85 
Social security act amendment—Old age benefits 

for hospital employees—Ed.................. May- 70 
Social service department, Promoting good public 

relations. through, Motley... 0 .ccccccccccncess June- 40 
Social service from administrator’s viewpoint, 

Howe, F. Stanley............0sseceseeeccees Mar.- 49 
Social service in hospitals and clinics, Rice, 

WENO «co Seccdnd ccc ersadeecucddeussess Feb.- 98 
Social service, Integration of government and 

voluntary hospital service through, Cohen....Mar.- 87 
Social service—See also, medical social service. 
Socio-economic and medical—Statistical analysis 

Of cut-mationts, PFaMRGl a. ccc cs cccctinacivees Jan.- 26 
Socio-economic aspects of convalescent care, Gar- 

Giier > PANU Gs so ease weevccn cvleckededads Jan.- 34 
Sponges, Simple and inexpensive radiopaque 

marker for laparatomy, Stewart.............. Jan.-110 


Staffing community hospital, Dwyer, William E..Feb.- 47 
Standard costs—Food cost accounting for hospi- 

Cals: WEG AEN oie a snk wd cee ec acawece’ June- 58 
Standards for attendants—What trained attend- 

ant has to offer in defense program, Jensen...May-110 
Standards for out-patient service—Out-patient 

care for the needy—Part II, Joint committee 


PEW as Pg igs ekki wn wkatnceawredes ay- 74 
Standard for pharmacies in hospitals, minimum— 

Relationship of pharmacist to other profession- 

WU SROONAY BAGG. on << wtiece codnedeseedeasees Feb.- 80 
— Step towards personnel salary, 

ARE POOP RCC O CCC OTOP ET OCL CCE CLEC Lee June- 80 
Sandande- Dnieiben routine, Arrowsmith....Feb.- 40 
Stassen, Governor of Minnesota signs hospital 

service Contract  GOROO < «<6 cc ckcccccnenacgcas May- 58 
Statistical analysis of out-patients, Frankel, 

PANES” Sti wacetdtaawas fanaa wads dead ataaws ee Jan.- 26 
Statistics—Anesthetic explosions—their incidence 

and prevention, MOPED. 66 cicicccc ecctccsessces Apr.- 42 


Statistics—Fields of giving—hospitals, Jones....Feb.- 20 
Statistics in New Jersey, Uniform accounting 
NGS WEGNNOW ccs os cig deena aucaseoe tenes June- 98 
Statistics—Occupancy, Factors that influence 
hospital occupancy, Mountin, Pennell, Pearson. Mar.- 18 
Sterilization and cleansing of pillow feathers 


made possible by new process.............-6- May-116 
Sterilization—Operating room management, 

Senghee sn ccucouascecusd acewa tee cane aues Jan.- 89 
Sterilizers, War and, Burroughs................ Apr.-118 
Strikes In hospitele— Ol o < «oc occ csadawe ccwceces June- 68 


Structural and other precautions against air raid 
risks in hospitals, Walsh, William Henry, M.D..Apr.- 35 
Study of sick-leave at Worcester State Hospital, 


Harton, Walktet ©o. Meieo cde sc vacencasecuaus Jan.- 85 
Subpoenas of medical records, Answering, Terese, 

CEL CO eee ne eee eee May- 97 
Supplies, Conservation of, Rourke.............. May- 56 
Supplies, Economy in use of hospital—KEd....... May- 69 
Supplies, Intern and nurse aid in conservation of 

hospital equipment and, Richardson........... Jan.- 24 
Supplies—Priorities—Ed. ..........e.eeccecees Mar.- 65 
Surgery, First Latin-American congress for 

OCS eRe reer reer rere ere Cee CCT Apr.110 
Surgery, Graduate training in, Churchill........ Feb.- 55 


Surgery—Medical staff in small hospital, Slagle. .May- 32 
Surgical department—Radiopaque marker for 
laparotomy sponges, Simple and inexpensive, 


SHGWANG? buses dasucceccadatuucudinwereceacaas Jan.-110 
Surgical instruments, War and, Burroughs...... Jan.-104 
Surgical supervisor, edited by Weedon B. Under- 

WHINE 3 6 faa ie eacaacs cxcdceddede daceadared Apr.- 95 
Surgical supplies, Instruments and (Census of 

Manutsctarers: 1988) 2. dciiciees cdacaewcnicns Jan.-100 
Sutley, Melvin L., named managing director of 

Delaware-County Hospital... «2.06% cccccecees June- 77 
Switzerland, Basle, Under ground hospital com- 

NUCCCOR RG ah wiar oisk tial el ale via wicca meee aamelds Apr.- 30 
Syrkin, E. E., M.D.—Obituary................. May- 98 

: 


Tax funds for. out-patient service—Out-patient 
care for the needy—Part II, Joint committee. .May- 76 
Tax funds—Problem of financing hospital care for 
WNGIMCNE, PMO a 5 'Sa< c'ad ee acaascdedleaacaoas Apr.- 82 
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Tax funds to nongovernmental hospitals—Out- 

patient care e4 + aie I, Joint Committee, 
” 

Technicians—Efficiency with reduced professional 
and technical personnel, Barnes 

Technicians, Government to train 

Technicians in service, Rating—Ed 

Texas Hospital Association—Presidential address, 
Davis, A 

Texas Hospital Council, South, honors Dr. and 
Mrs. Lucius R. Wil 

Trained attendant has to offer in defense program, 
What, Jensen, Andrew C. 

Training for hospital pharmacists in universities, 
Rudd, W. F. 

Transactions—1940 

Triboro Hospital dedicated 

Trustee looks at hospital finance, Voorhees, Tracy 


Trustees’ board of, relationship to medical staff 

in voluntary hospital, Conway, Thomas, Jr....June- 18 
Trustees’ conference, Second hospital (program) .June- 43 
Trustees, Education for hospital, Stewart M 
Trustees expect of administrators, What, Stewart, 

Samuel 
Trustees—Organizing ideal hospital board, Pratt. a. 43 
Tuberculosis hospital, One and quarter million 

dollars: for 


Underground casualty clearing station, Abstracted 
emf Hospital and Nursing Home Management 
ar. ’ 
Uniform. Sich and statistics in New Jersey, 
Frankel, Emil 
Uruguay, Mutual hospital in, Lozano 


Vv 


Vacation travel in Canada, Agnew, Harvey, M.D., 
(letter ) 


bic oa on : rsce wn, Merrell L., 
. June-112 


to medical staff. in, Conway 


. Voluntary hospital services through social serv- 


ice, Integration of government and, Cohen.. 
bey 8 hospitals to people, Presenting case of 

the, Mix, N 
Volunteer aides for New York, Council on hospital.May- 
Volunteer hospital service for women, Meyer, 

Beatrice Fischer 
Volunteer services, Special Red Cross, Robeson...Mar.- 31 


WwW 


Walsh, Willian Henry, M.D.—In memoriam 
Walsh, William Henry, M.D.—Ed.—Obituary.... 
War and catheters, Burroughs, Paul L 
War and sterilizers, Burroughs, Paul L 
War and surgical instruments, Burrough, Paul L. Jan.-104 
Ward service hospital plans are necessary, Steph- 
enson, H. C 
Warning to hospitals (x-ray films) 
Washington, George, quotation by Mar.-Fourth cover 
Western Medical Record Librarians arrange for 
institute . e 
Wilson, Dr. and Mrs. Lucius R. honored by South 
Texas Hospital Council J 
Women’s hospital auxiliary boards—Ed 
Worcester State Hospital, Study of sick-leave at, 
Barton J 
a s Compensation Laws, New bulletin on, 


X-ray and laboratory rates, Basic considerations 
in formation of hospital, Hayhow 

X-ray department—Relationship of pharmacist to 
other professional groups, L 


X-ray fiilms—Warning to hospitals Jan.-100 


HOSPITALS 

















HOSPITALS 


7 





Jun 2 1944. 


The Journal] of Hospital Library 
The American Hospital Association 


HA Magazine for the Hospitals of 
the United States and Canada 


Vol. 15, No. 6 June, 1941 


ote ee 





























Topayr’s higher occupancy percentage, with 

a simultaneous shortage of nursing person- 
nel, necessitates time-saving and labor-saving 
equipment in the hospital. Modern bedpan ap- 
paratus reduces to a simple sanitary procedure 
the otherwise laborious task of emptying and 
cleaning bedpans and urinals. Nurses’ energies 
are thereby conserved for more important 
duties. Improved care of patients’ bedpans and 
urinals is assured. 


Let us send detailed information with installa- 
tion data covering exposed and recessed types 
of bedpan and urinal apparatus. 








SCANLAN-MORRIS COMPANY 


Hospital Equipment and Sterilizing Apparatus 
MADISON, WISCONSIN 
(0) =) 23-9: 4 07.0210) 57-U KO) 2025) STILLE DIVISION 107-00 87-0. fap 67-0510) .0-W NO) .0 0a On Lon 
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| a STERILIZER COMPANY manufactures and controls 


construction of the bulk sterilizers which fully qualify in all Leportional Limit leit 


requirements of the A. S. M. E. code. 


vere in compliance with the American Societ 
From this date we are authorized to manufacture bulk sterilizers ae , x 


; . i i of Mechanical Engineers’ Code coverin 
bearing the stamp of approval of the American Society of Mechanical f . ad 


| Engineers and the National Board of Boiler and Pressure Vessel 


inspectors Association, assuring construction carrying a proper 
factor of safety. 


pressure vessel construction. 


Stamp of approval of the A.S.M.E. 
and the National Board. 


* Deflection indicator shown in illustration is used to check requirements of the A.S. M. E. code. 





AMERICAN STERILIZER COMPANY 6 
ERIE, PENNSYLVANIA Na) 


SALES OFFICES in New York, Chicago, Philadelphia, Boston, St. Louis, Pittsburgh, Los Angeles, San Francisco, Cincinnati, Atlanta, Dallas, Richmond 








AGENCIES in Principal Cities in the United States ¢ Represented in Canada by Messrs. Ingram & Bell, Ltd., Toronto, Montreal, Winnipeg, Calgary 





NO D&AD RoOsTsRs.. 


In the not-so-good old pre-medical days of 
human suffering, when ancient Greece was 
the seat of culture and learning ... the care 
of the sick was lett largely to the vague min- 
istrations of “Asklepios”, god of Medicine. 
Temples were erected to Asklepios. To these 
temples came the sick. While they slept, 
Asklepios was presumed to prescribe potent 
remedies. Those who got well sacrificed a 
rooster to Asklepios as a gesture of thanks. 


Today, the modern hospital.is a business in- 
stitution as well as a haven for the sick... 
where every scientific facility is provided to 
relieve human suffering and make sick 
people well. As a business institution, the 
hospital must buy its equipment and sup- 
plies wisely. It takes money to run a hospital. 
“Dead roosters” don’t count. 


It is part of Will Ross’ job to help hospitals 
make the best use of their money. That is 
why all Will Ross merchandise is selected 
by us on a basis of special suitability for 
hospital service. That is why all Will 
Ross merchandise is sold at published net 
prices, free from secret rebates or discounts 
...- with the same buying opportunities 
available to all hospitals, large or small. 
And...every item carries the Will Ross 
unconditional guarantee. 


Quality Hospital Supplies 


3100 W. CENTER STREET MILWAUKEE, WIS 





A 3390-Ye 











ceeieieenae 


INDEX OF ADVERTISERS 








JUNE, 1941 
American Hospital Supply Corporation...... 
er te eer eer ener ae 12, 102, 103 
American Journal of Nursing............... 10 
American Laundry Machinery Company..... 1 
American Sterilizer Company............... 5 


Aznoe’s-Woodward Medical Personnel Bureau. 115 


re 117 
GS ti a oA us se baw oS wee 9 
Maxtor Laboratorion ............ccccse: 12, 102 
oe oe sak hey sake odie 115 
Capital Cubicle Company, Inc............... 117 
Castle Company, Wilmot................... 107 
Classified Advertising ................ 123, 124 
Colgate-Palmolive-Peet Company ........... 121 
Corning Glass Works...................0. 105 
Cutter Laboratories, Inc.................... 111 
General Electric X-Ray Corporation......... 8 
Hall @ Some, Frank A... ...... cnc ccc cens 10 
Hollister, Inc., Franklin C................... 117 
Hospital Bureau of Standards and Supplies 
RAG aerate sk we ee eo ne om 113 
Hospital Industries Association............. 119 
Huntington Laboratories, Inc............... 4 


Lewis Manufacturing Company — Bauer & 


BE so vaaseeGCel ne eeassewkadawne ses 9 
PS ere ree 2 
ee NTR soos oka ods kv dee eek sees 11 
Petrolagar Laboratories, Inc................ 109 
Physicians’ Record Company............... 115 
ING a oe Sa ws ee ews eae eee 6 
Scanlan-Morris Company ......... Second Cover 
Seamless Rubber Company................. 7 
Sexton & Company, John................... 124 
United States Hoffman Machinery Corpora- 

SN ciectibamd ser ensreecives waeen 101 
Vestal Chemical Laboratories, Inc........... 117 
Williams & Company, C.D.................. 10 
Wilmot Castle Company................... 107 





HOSPITALS 








Your supply house can furnish these “SR” 
STANDARD gloves in three types: BROWN LATEX, 
WHITE LATEX, and BROWN MILLED with banded 
wrist ...all easily identified by the “SR” seal. 


yf he pianist runs his fingers over the keys and the fluid notes 


of a Beethoven sonata drift through the air. Subtle harmonies 


and richness of tone depend on the sensitivity of bare fingers. 
And the efficacy of the surgeon’s work as well, is based on 
the same sensitive response. That is why most surgeons and 
hospitals prefer “SR” Stanparp gloves. For these are the 
gloves that give the tactile sensitivity of bare hands. The deli- 
cacy of the tissue-thin rubber belies their strength and finger 
freedom. Users tell us that the proof is conclusive—‘SR” 
STANDARD gloves stay “live” and resilient long after ordinary 
gloves have outlived their usefulness. For utmost satisfaction 
and economy, specify “SR” STANDARD. 


THE SEAMLESS RUBBER COMPANY, NEW HAVEN, CONN. 


SURGICAL DRESSINGS—YOU CAN’T BUY BETTER QUALITY? 
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St. John’s Hospital, Spring- 
field, Illinois, one of the 
many modern medical 
institutions which have 
selected the G-E Model 
KX-8-33 to meet their high- 

power requirements. 














BEFORE SELECTING HIGH-POWER X-RAY EQUIPMENT 


FOR YOUR INSTITUTION - 


ALUE-WISE medical men who dig deep 

into cost and performance records have 
found that true x-ray economy is more than 
just ““How much does it cost?” The big thing 
is end results plus dependable, economical 
operation. 


To get the full story about the G-E Model 
KX-8-33 500-milliampere x-ray unit’s ability 
to produce consistently the finest diagnostic 
results, and its enviable record for low cost 
operation, call in your local G-E X-Ray repre- 
sentative. 


From him you will get performance facts and 
figures based on the experience of hundreds of 
satisfied users. From him, too, you will get 
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- + + + CHECK THE FACTS! 


complete information about the KX-8-33 unit’s 
radiographically-calibrated heavy-duty trans- 
former; its new, unusually easy-to-operate 
Centralinear Control; and its full flexibility 
over its wide range of service. 


To request your local G-E X-Ray represen- 
tative to call, at your convenience, or to re- 
quest further information about the G-E 
Model KX-8-33, write, today, to Department 
K1, 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO, ILbi, Ue S- A» 
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The first engmeered abdominal 
and dramage pad 














Tre new Curity Abdominal Pad is built 
to engineering specifications for the ideal 
abdominal and drainage dressing. Four dif- 
ferent materials—cottons and CELLUCOTTON 
Absorbent Wadding—are combined in scien- 
tifically determined sequence and proportion 
to direct drainage absorption and control 
drainage retention—the diagram shows how 
it works. And patients are enthusiastic about 
the new Abdominal Pad’s softness and com- 
fort, even after sterilization. 

There is a two-way economy in the new 
pad, sold at the same price as former types of 
ready-made abdominal dressings: (1) be- 
cause of the new pad’s greater efficiency, 
fewer dressings are needed on heavy drain- 
age cases, (2) less nursing time is needed for 
such cases. These standard sizes, or smaller 
sections cut from them, provide for nearly 
every dressings need: 30’x8", 24’x10", 24’x8", 
16x12", 10x98". 

The development of the new Curity Ab- 
dominal Pad is one of the outstanding in- 
stances of advance in Curity Ready-Made 
Dressings efficiency at less cost per patient. 


DRAINAGE DISTRIBUTION—Cross Section of Used Pad 
WIDE-SPREAD CAPRLARITY 


MOISTURE-RESISTANT 
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Forty-two years of experience in the hospital 


field, and constant study of hospital needs, pro- 
vides Curity with a background of practical 
knowledge that enables it to manufacture dress- 
ings, sutures and orthopedic supplies best 
suited to hospital requirements. 


Curity 


NC yy 








LEWIS MANUFACTURING CO + BAUER & BLACK 
2500 South Dearborn Street, Chicago 
Divisions of The Kendall Company 





IMPROVE TECHNIC, REDUCE COSTS 











HALL Cardiac Bed 


Two Bottoms... MAIN and MT. SINAI 
with Easy Individual Adjustment 


This bed will give any of the various positions required 
for cardiac treatment. For example—in the illustration 4 
opposite, the top Mt. Sinai gatch bottom is in Fowler’s | 
position, while the lower Main bottom is in Trendelen- | 
burg’s position. 






Each bottom is adjustable by crank operation. 


Size is 3 x 7 feet, inside; strongly constructed. se. seme 
Finished in plain colors, hard baked enamel. All enam- CORNER LOCK 
eled parts are first Bonderized as a thorough protection is a fitting on every Hall Bedstead, which 

. . e ' will keep the bed rigid and safe year-after- 
against rust and chipping of enamel. Est. year. Automatically takes up wear . . . but 


1828 instantly locks and unlocks. 


FRANK A. HALL & SONS, New York, N. Y. 


Offices: 118-122 BAXTER ST. Member of Hospital Industries’ Association Salesrooms: 25 WEST 45TH ST. 











FOR BUSY EXECUTIVES 


The American Journal of Nursing for June contains 
two crisp, practical, forward-looking articles on 
nursing service which hospital executives will ap- 
preciate. 





WILLIAMS’ 


STUDENT 
UNIFORMS 


STYLED FOR SERVICE 


Nursing, Hospitals, and Defense 
By Frederick MacCurdy, M. D. 

Dr. MacCurdy, who is President of the New York 
State Hospital Association, suggests that only upon 
a critical evaluation of the functions of professional 
nurses is it possible to establish sound administrative 
procedures through which good standards of nursing 
service may be maintained during the national 
emergency. 


® INTERN SUITS, OPERAT- 
ING SUITS AND GOWNS 


@ NURSES’ UNIFORMS 
AND CAPES 


An Analysis of Defense Needs 
By Elizabeth Fox, R. N. 

Although Miss Fox is primarily concerned with an 
analysis of the need for various types of public health 
nursing, she has presented a sharply etched picture 
of community needs for nursing service. 





SEND TODAY FOR 
DESCRIPTIVE FOLDERS 





Member Hospital Industries Assn. 
Every issue of the Journal, in these demanding times, 
carries factual information for the use of all those 
responsible for the development and administration 
of nursing service. 


THE AMERICAN JOURNAL OF NURSING 


1790 BROADWAY NEW YORK CITY 
1 year $3 2 years $5 


Cc. D. WILLIAMS & COMPANY H641 
246 South Eleventh Street, Philadelphia, Pa. 


Piease eund falders Goseriblag. ....004specccccccccoevevesvecess 
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M. BURNEICE LARSON, DIRECTOR 


Perhaps as you have accepted resignation upon resignation—as you have 
seen department after department relinquish trained personnel to the 
Defense Program—you have wondered about replacements. In common 
with most executives you have probably discovered that few people 
experienced in the professions which contribute to hospital efficiency 
are actively seeking appointments at this time. 


Under these conditions you will find our service doubly valuable. Our 
files contain credentials of physicians, graduate nurses, technicians, 
dietitians—all planning to re-locate when the right opportunities present 
themselves. If the positions you have available are the ones for which 
candidates of ours are waiting we'll wire them immediately and you'll 
have credentials by the following mail. 


Many well-trained and experienced people, now holding assistantships, 
are fully qualified to take charge of a department. We can tell you 
about them. Many highly trained executives, holding desirable appoint- 
ments, would prefer to make their homes in other parts of the country. 
We know the localities they would consider. 


If you must make some replacements soon—or if you are among those 


planning to re-locate—let us know your requirements. Our service is 
nation-wide—it is confidential—it is for you. 


The MEDICAL BUREAU 


PALMOLIVE BUILDING CHICAGO 


Booth No. 214—American Medical Association—Cleveland—June 2-6 
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CLASSIFIED ADVERTISEMENTS 


R ATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 


number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 
must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue 
Commercial announcements accepted at the same rate. Remittance must accompany classified advertisements. 











CONSULTANTS 


POSITIONS WANTED (Continued) 





CHARLES S. PITCHER, F.A.C.H.A., Hospital Consultant 
Philadelphia, Pennsylvania Rome, Pennsylvania 
Tel. Stevenson 1135 Tel. Rome 34F111 





POSITIONS WANTED 





PURCHASING AGENT: Now employed in large eastern hos— 
pital. Capable of handling purchasing and storeroom 
work. Has also had some administrative experience. 
References furnished. Address Box V-1, HOSPITALS. 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 


Charlotte M. Powell, R.N., Owner-Director 
Specializing in Superior Personnel 


ALL MEMBERS of our organization are—or have been— 
Executives in Hospitals or Schools of Nursing and are 
keenly interested in the intelligent placement of a supe- 
rior type of personnel. 


AS WE charge no registration fee, our service can be a se- 
lective one and applicants are registered on the basis of 
Training, Experience and Personal Characteristics only. 
All information is carefully verified. 


WHETHER YOU are an Executive Officer seeking desirable 
personnel, or a member of the staff wishing to secure a 
more important position write to us and let us help you 
to find what you want. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATOR—Layman, in his late thirties; B.A. de- 
gree, state college; thirteen years in hospital field; past 
nine years, administrator state-wide welfare agency and 
hospital; recommended as unusually keen business man; 
public spirited, taking prominent part in worthwhile 
public affairs. H6-8. 


MEDICAL ANESTHETIST—Physician, graduate of state 
university medical school, is available for appointment 
as medical anesthetist; qualified for American Board of 
Anesthesiology. H6-9. 


PATHOLOGIST—Certified by American Society of Clinical 
Pathologists; past several years, laboratory director. 200- 
bed hospital; no particlar preference as to locality. H6-10. 


RADIOLOGIST—Diplomate, American Board of Radiology; 
three years’ successful private practice during which time 
he has directed department of radiology, fairly large hos- 
pital. H6-11. 


ADMINISTRATOR—Graduate nurse with several years’ suc- 
cessful experience as director of nurses and four years 
in important faculty appointment, state university school 
of nursing; master’s degree in nursing education; record 
of interesting achievements. H6-12. 


DIRECTOR OF NURSES—Bachelor’s and Master’s degrees 
from Columbia; graduate Massachusetts General Hos- 
pital; eight years, director of nurses, university hos- 
pital. H6-13. 


OPERATING ROOM SUPERVISOR—Recently resigned from 

appointment as supervisor, operating room department, 
large teaching hospital, which position she successfully 
filled for more than twelve years. H6-14. 





INTERSTATE HOSPITAL AND PERSONNEL BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


DIRECTOR OF NURSES: Age 39 years, graduate large 
Pennsylvania hospital, B.S. degree, Columbia University, 
majoring in administration. Several years’ experience as 
Director, School of Nursing. Prefers large eastern hos- 
pital. Very capable executive, with pleasing personality. 


PRINCIPAL, SCHOOL OF NURSING: B.S. degree. Graduate 
New York hospital; teaching experience; present situa- 
tion, 3 years’ Assistant Principal, 5 years Principal, large 
hospital. Open for appointment, mid-western or eastern 
states, August or September 


EDUCATIONAL DIRECTOR OR SCIENCE INSTRUCTOR: 
B.S., M.A. degree; graduate large Boston hospital. Num- 
ber years of experience as educational director. Highly 
recommended. Prefers New England or New York State. 


ADMINISTRATIVE DIETITIAN: Age, 35. B.S., M.A. de- 
gree, University of Pittsburgh. 10 years’ administrative 
dietitian, 600-bed hospital with student course for dieti- 
— Excellent credentials. Open for appointment Sep- 
tember. 





POSITIONS OPEN 





AZNOE’S-WOODWARD MEDICAL PERSONNEL BUREAU 


Ann Ridley Woodward, Director 
30 North Michigan Avenue 
Chicago, Illinois 


ADMINISTRATOR: R.N., over 30 years of age, experienced 
in hospital administration, purchasing, nursing educa- 
tion; 65-bed southwestern hospital; $150, maintenance; 
desirable climate. H-57 


ASSISTANT DIRECTOR OF NURSING SERVICE: Position 
carries some administrative duties and teaching load; 
100-bed general hospital in most desirably located mid- 
western resort city; salary open. H-58. 


DIRECTRESS OF NURSES: (A) College woman preferred, 
experienced, preferably 28 to 40 years of age; interesting 
eastern location; appointment offers $2100 yearly, month’s 
vacation. (B) Interesting opportunity, 150-bed eastern 
hospital, Pennsylvania industrial area; $150 monthly. 
H-59 


INSTRUCTRESSES: (A) Pleasant southeastern hospital of 
100 beds; interesting city location; $125, maintenance. (B) 
For progressive, well-managed Illinois hospital; younger 
woman desirable; college graduate preferred; $125, main- 
tenance. (C) Younger woman preferred with some col- 
lege work and teaching experience; pleasant working 
schedule in 150-bed hospital; Chicago area; $130, partial 
maintenance. H-60 


The above are only a few of the many interesting positions 
we have in our files at present. If you are seeking a new 
position why not write to us immediately? 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 


SUPERINTENDENT OF NURSES: Protestant; salary open; 
middlewest. 


NURSING ARTS INSTRUCTOR: Experienced; degree; $140, 
maintenance; middlewest. 


And many other openings for nurses, technicians, dietitians, 
physicians, nurse executives! 








June, 1941 














CLASSIFiED ADVERTISEMENTS (Continued) 





POSITIONS OPEN (Continued) 
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THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATOR—Splendid 200-bed hospital, located in 
university city; layman with record of successful expe- 
rience as executive of fairly large hospital preferred; 
about $6,000; West. H6-1. 


SUPERINTENDENTS—(a) Municipal institution in good 
financial condition; nurse executive with some experience 
purchasing desired; mild resort climate; southwest. (b) 
Private hospital of 50 beds; experienced nurse-superin- 
tendent under 40 preferred; $200, maintenance; .West. 
(c) Fairly large general hospital; graduate nurse with 
experience as director of nurses or as hospital superin- 
tendent eligible; $3,000, maintenance; Pennsylvania. H6-2. 


DIRECTORS OF NURSES—(a) Fully approved 250-bed gen- 
eral hospital; experienced nurse executive with degree 
preferred; executive with two or three years’ college 
work eligible; midwest. (b) General 150-bed hospital near 
New York City; must be capable taking complete charge 
of hospital during absence of superintendent; should be 
able to report August 1. (c) Graduate nurse with de- 
gree and background of executive experience required 
for splendid 200-bed hospital; Pacific Coast. (d) State 
psychiatric institution of 2,000 beds; should be capable 
organizing educational program; school has state college 
we some experience psychiatric nursing desirable. 


EDUCATIONAL DIRECTOR—Splendid general hospital of 
200 beds, beautifully located; experience as educational 
director, degree, required; $150, maintenance; Pacific 
Northwest. H6-4. 


ANESTHETISTS—(a) Hawaiian Islands; several years’ ex- 
perience required; $115, maintenance; $125, if qualified 
to teach. (b) Small hospital operated by one of Canada’s 
leading companies; should be familiar with ether and 
gas, willing do some general duty; American or Cana- 
dian eligible; South America. H6-5. 


INSTRUCTORS—(a) Science; must be qualified to teach An- 
atomy, Physiology, Chemistry, and Sociology; large teach- 


ing hospital initial stipend, $150, room, laundry; midwest. 
(b) Nursing arts; 400-bed teaching hospital; graduate 
nurse who has majored in Nursing Education with em- 
phasis on Nursing Arts preferred; non-resident appoint- 
ment; $155. (c) Science; graduate of large school with 
degree, minimum six years’ experience desired; 600-bed 
hospital; $150, full maintenance; East. (d) Nursing arts; 
fully approved general hospital; non-resident appoint- 
ment; $125, meals, laundry; Chicago. (e) Science; courses 
will include Anatomy, Physiology, Chemistry and labora- 
tory work in Microbiology; minimum two years’ teach- 
ing experience required; $145, partial maintenance. H6-6. 





SOUTHERN BUREAU OF MEDICAL PROFESSION 
Oleto Milstead, Director 
917 Comer Bldg., Birmingham 
839 Wilson Bldg., Dallas 


ANAESTHETISTS: (1) 100-bed hospital, vicinity of Balti- 
more, salary $110 and full maintenance. (2) 250-bed gen- 
eral hospital in middle west, salary open. (3) 400-bed 
hospital, middle west, salary open. (4) Small hospital, 
—— salary open. (5) 85-bed private hospital, south- 
wes 


DIETITIANS: (1) 100-bed hospital, South. Must be member 
of A.D.A. Salary open. (2) Assistant Dietitian, 230-bed 
ee south: salary $90 and complete maintenance. (3) 
180-bed hospital, expected to teach student nurses die- 
tetics, salary $100 and maintenance. Must be member 
of A.D.A. (4) 150-bed hospital, southwest, salary open. 


INSTRUCTORS: (1) Science, 280-bed general hospital, south; 
salary open. (2) Science, 120-bed general hospital, 
southwest; salary $110 and board and laundry. (3) Nurs- 
ing Arts, 85-bed private hospital, southwest. (4) Science, 
large general hospital on Gulf Coast. (5) Ward Instruc- 
tor, large general hospital, south. (6) Nursing Arts, 200- 
bed general hospital; someone between 35 and 45 years 
of age preferred; must have degree. 


NO REGISTRATION FEE 








HERE’S SOMETHING NEW: 


Ebehwecsg. 
FRUIT COMPOTE 


A perfect blending ... as 
luscious a “get-together” as 
ever tempted eye or palate. 
Pears, figs, peaches, prunes, 
cherries and apricots, irradi- 
ated with vitamins by the Cali- 
fornia sun, picked and packed 
with twentieth century speed 
so as to capture their tree- 
ripened lusciousness. Each can 
brimming full—the invariable 
rule with all Sexton fruits. 








KTOA 


QUALITY FOODS 


(883 
CHICAGO + DALLAS + BROOKLYN 


© 1941 JOHN SEXTON & CO, 
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HOSPITALS 











Officers of the Hospital Association of Pennsylvania 








* 


Left to right: William E. Barron, president; Major Roger A. Greene, retiring president; Harold T. Prentzel, president-elect 




















Ftospitals are the places where the sick are cared 
for, where pain ts relieved, where the human element 
is introduced in the tenderest and most considerate 
sort of fashion, where the sick are surrounded with 


amicable and delightful association and pleasant 
environments; but more than that they are the great 
research institutions of the medical profession and 
J hope that they will long remain in large part 
voluntary hospitals, supported by the benevolence of 
the many, guided by the intelligence, the highest 
intelligence, of the medical profession. 


And that is what they have hitherto done in the 
way of prolonging human life, relieving those dis- 
abilities which make life a miserable struggle and 
enabling those who are burdened by physical dis- 
abilities and agonies of one sort or another, to resume 
their place joyfully in the march of their fellow 
citizens, and share in the public life of their country. 
— oo 
































